The Journal of 


Obstetrics and Gynzcology 
of the British Empire 


Vou. X. DECEMBER, 1906. No. 6. 


On the Treatment of Advanced Cases of Extra- 
Uterine Pregnancy. 


By Joun W. Taytor, M.Sc., F.R.C.S., Professor of Gynaecology, 
Birmingham University ; Senror In-patient Surgeon, Birmingham 


and Midland Hospital for Women. 


Tue Editor has asked me to write on the treatment of advanced cases 
of extra-uterine pregnancy. The subject is of great interest, both 
theoretically and practically, but whether it will continue to main- 
tain its practical interest may be doubtful. Nearly all the cases of 
advanced ectopic gestation present, on careful inquiry, the history of 
some crisis of secondary invasion from the tube, and as the 
knowledge of extra-uterine pregnancy extends, and the method 
of its successful diagnosis becomes better appreciated, so the earlier 
stages of the condition, and such periods of crisis, will become more 
certainly recognized, and the cases in which they occur will be sub- 
mitted to an earlier treatment. This will on the whole be a gain tothe 
community. There can be no doubt, I think, that life will be saved and 
suffering avoided by early operation in all cases of active ectopic 
gestation ; but whether early operation in all such cases will be a gain 
to the sciences of pathology and surgery, may perhaps be open to 
question. 

It is still of great importance to obtain extended and accurate 
information regarding the exact conditions found before and during 
operation in every case of advanced extra-uterine pregnancy, 
especially in cases operated on at ‘“ term,” for there are at least two 
points, if not more, in which our knowledge is at present defective. 
One of these points is that of the value of the extra-uterine child. 
This, we might think, had been for ever determined by the classical 
table of Mr. Bland-Sutton (last published in the new “ System of 
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Gynecology,” p. 639*), but the number of cases available for tabula- 
tion is (as yet) too small, and the cases themselves are too “ mixed” 
in character to warrant any certain and final conclusion. The children 
of abdominal or rather tubo-abdominal pregnancies, lying, as they do, 
exposed to the direct pressure of bony prominences, are almost always 
malformed and defective, but we are by no means certain that this is 


the case, or to anything like the same extent, with “ ligamentary” 
children. 


Children, the result of tubo-ligamentary or purely tubal preg- 
nancies, though specially adapted for operative delivery at “ term,” 
have hitherto usually escaped diagnosis as extra-uterine until all 
chance of saving the life of the child has been lost. So that, unless 
it were possible to judge what would have happened if they had been 
removed at “ term,” the value of the life of the “ligamentary ” child 
must be regarded as still uncertain. 


Many of the dead children which have been removed afterwards, 
show, as far as one can judge, a formation and development quite 
equal to those of intra-uterine pregnancies, and worthy of every effort 
for successful delivery at “ term.” 


This brings me to my second point, which is closely bound up 
with the question of operative treatment. This is the obviously 
defective character of our general professional diagnostic power in 
these cases of advanced ligamentary pregnancy. The way in which 
case after case has been allowed to slip through the fingers of the 
surgeon until the child is dead, is both remarkable and humiliating. 
For proof of this one has only to turn to the Journal of Obstetrics and 
Gynecology of the British Empire for June last. Here we find the 
records of six cases of intra-ligamentary pregnancy (viz., three cases 
reported by Reed and one case each by Haagn, Marsh and Maclean) 
and one case of purely tubal pregnancy (reported by Olshausen), all 
these cases having been allowed to drift until the child was dead. 
This is the more deplorable, because these are the very cases, as I 
pointed out several years ago, in which I believe no extensive or 
dangerous operation is needed in order to save the life of both mother 
and child. A simple incision into the sac, sometimes without open- 
ing the peritoneum at all, suffices for the delivery of the child, and 
if drainage be established by bringing the cord out of a dependent 
opening, the placenta may be left to itself. Sometimes, as in purely 

* My own case in this table, I have always thought, should have been tabulated 


rather differently. The placenta is said to have been left. It was removed twelve 
days after the removal of the child. 
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tubal pregnancies, or in broad ligament pregnancies approaching this 
type, the whole sac may be extirpated as easily as an ovarian tumour, 
but in all other cases (save those of acute rupture) the simple treat- 
ment I have indicated will probably suffice at every stage after the 
child is viable. 

What, then, should be the rule of practice in advanced tubo- 
ligamentary pregnancy ? 


(1) The operation should essentially be one at (or about) “term” 
—as in Cesarian section,—and a combined effort should be made by 
both general practitioner and operating surgeon to obtain a sufficient 
number of cases, so that we may finally determine the value of the 
life of the “ligamentary ” child. 


(2) The method of interference must vary, I think, according to 
the peritoneal displacement occasioned by the pregnancy. When the 
displacement is “ anterior ’”’—the peritoneum being lifted from the 
abdominal wall in front—an inguinal incision on the outer side of 
the rectus muscle may open the sac subperitoneally, but whether this 
be chosen for the site of delivery or not, an incision in the middle 
line will usually be necessary in order to determine the exact situa- 
tion and relations of the pregnancy. When the sac is clearly defined, 
it is opened; the child is removed, and if the placenta be “ quick,” 
the sac is drained through the original opening. If the operation be 
necessarily after term, the placenta may be removable. 

When the displacement is “ posterior’”—the peritoneum being 
lifted from the rectum and sacrum behind—the question of vaginal 
operation may sometimes need consideration. In this condition the 
fetus is behind and a little to one side of the uterus, (between this 
and the rectum) ; and the lower pole of the pregnancy is, or should be, 
very accessible to digital examination by the rectum. This form of 
pregnancy—“retro-peritoneal’’—if allowed to drift beyond term, 
always becomes septic from rectal infection, so that it is doubly im- 
portant in such a case to recognize the condition and to operate, if 
possible, before the foetus dies.* So long as the child is living, there 
is but little or no danger of infection; as soon as the child dies, every 
day’s delay increases the danger. Not only are fecal fistule liable 
to be formed between the rectum and the sac of pregnancy, but in 
more than one instance the child has actually been born “ per anum”’ 
by means of such an opening between the sac and the rectum (Journ. 
of Obstet. and Gyneacol., 1906, p. 438). Obviously, if such an 


*Ts not a careful rectal examination the usually neglected means which might lead 
to a successful diagnosis? 
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operation may be carried out successfully by the “vis medicatrix 
nature,” a much better operation may be carried out by means of 
posterior colpotomy in the hands of an experienced surgeon. In a 
suitable case the patient should be prepared for vaginal section in the 
usual way, and the sac of the pregnancy be opened freely, by scissors, 
from the vaginal vault behind the uterus. If extraction be con- 
sidered possible by this method, further space should be obtained by 
stretching with the fingers rather than by extensive incision, for fear 
of injury to the probably displaced ureters. The head of the fcetus 
should be brought down gently into the vagina, and the fcetus re- 
moved almost as in normal parturition. The sac may be douched 
with a weak iodide of mercury solution, and, in case of a “ quick ” 
placenta, the cord is tied and cut off near the summit of the vagina, 
the incision around it being temporarily packed with iodoform gauze. 

This procedure is quite possible (and has been carried out success- 
fully) in a retro-peritoneal pregnancy which is not fully advanced. 
In a pregnancy at “term” it may be wiser to use the combined 
method. After opening the sac from the vagina, and establishing 
the relations of the pregnancy by direct examination of the interior 
of the sac, the child is removed by an abdominal section and intra- 
peritoneal incision of the sac. The cord, if the placenta be “ quick,” 
is brought out througb the vaginal incision, and the abdominal in- 
cisions are absolutely and separately closed (as in Cesarian section), 
or, if time be of importance, they may sometimes be closed together. 

The treatment, then, of an advanced ligamentary pregnancy, may 
be regarded—on paper—as comparatively simple. If the child be 
living, the ideal operation is the operation at “term,” and when ex- 
tirpation of the whole pregnancy and sac can be cleanly and satis- 
factorily accomplished, this is the operation of election. In all other 
cases dependent drainage of the sac is most advisable: without 
placental interference when the placenta is “ quick,” as at “term”; 
with removal of the placenta when this is over time and easily 
detachable. 

The one real danger of operation in the retro-peritoneal variety is 
that of precipitation or enlargement of some communication between 
the rectum and the sac. The tissue or line of demarcation between 
the two may be extremely thin and easily broken. It is therefore 
much better to remove the child gently by abdominal section than to 
run any serious risk of tearing the rectum by forcible extraction from 
the vagina. 

It is the opportunity and ability for making a successful diagnosis 
which must mainly govern the treatment of this form of pregnancy. 
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Operation at term must depend on diagnostic skill, or, at all 
events, on diagnostic suspicion. In cases where the condition is 
doubtful, even after careful and skilled investigation, help may be 
gained, as has been recently suggested (Lichtenstein), by the use of 
the Réntgen rays. 


The ideal treatment of an advanced case of tubo-abdominal 
pregnancy is much more open to question. The whole of the preg- 
nancy is, in this case, lying open in the abdomen. There is no sac 
save the flimsy remains of the amnion, nothing which can be sutured 
or closed around the placenta so as to shut this off from the peritoneal 
cavity, and no easy or rough operation is at all likely to be followed 
by success. 

Happily in this form of pregnancy there is more often time for 
preparation, for there is much less difficulty in diagnosis. In many 
cases the child may be almost seen through the loose abdominal walls 
and, as the liquor amnii is usually deficient, the fetus can be 
palpated with astonishing precision and facility. There can there- 
fore be no doubt as to the pregnancy and a careful bi-manual 
examination of the uterus should be quite sufficient to determine 
that the pregnancy must be extra-uterine. If necessary, as the 
pregnancy approaches “term,” the diagnosis may be confirmed by 
the passage of the uterine sound and measurement of the cavity of 
the uterus. Both patient and doctor are much more likely to suspect 
abnormality in this form of pregnancy than in the ligamentary 
form, when both are well advanced, so that not only the necessity 
for operation, but the date and method of it may very probably be 
considered and determined some time before there is any urgent 
necessity for its performance. When should be the date of it? 
The life of the “abdominal” child, as we have already seen, appears 
to be comparatively valueless, and if it can be proved that the life 
of the mother is decidedly guarded by allowing the pregnancy to 
drift until quiescent, it may be justifiable to sacrifice the life of the 
child for the sake of the greater safety of the mother. 

But I am very much inclined to think that this is quite uncalled 
for, and that, again, the ideal operation is the operation at “term.” 
With all the facilities for a correct diagnosis at our command, there 
is still a possibility that a purely tubal pregnancy—like those of 
Tait and Amos—might be mistaken as abdominal and the life of a 
child be needlessly sacrificed when the whole pregnancy (including 
both child and placenta) could be removed as easily as a simple 
ovarian cyst and with perfect safety. But, apart from this, any 
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good, aseptic surgeon, I think, who really grasps the pathology 
of this form of pregnancy and particularly—in spite of its variable 
relations—the constant deep blood-supply of the placenta, will not 
readily be deterred by any fear of hemorrhage or difficulty from 
attempting to save both mother and child. So that here, as in 
“ligamentary”’ pregnancy, I recommend operation at “term.” 

Then, as to the method of it: no preparation or care can be too 
particular. An aseptic theatre, every convenience for aseptic work, 
a perfect light and skilled assistance; all may be needed and should, 
if possible, be at the operator’s disposal. As I have already noticed, 
the placenta in abdominal pregnancy caxnot be fully isolated from 
the rest of the abdomen except by removal, and, when “quick,” the 
method of its treatment is the “crux” of the operation—the point 
on which everything depends. Up to the present time, in only one 
case, I believe, has it been retained without giving rise to trouble; 
so that it is far more important to remove the placenta in the 
abdominal than in the ligamentary pregnancy. 

Two forms of the placenta in this pregnancy have been recog- 
nized and described; one may be called the “ ball-like,” and is nearly 
covered everywhere by amniotic reflexion; the other is the “ discoid,” 
and has only one surface free from vascular attachments. These 
forms are fully described and the method of their production ex- 
plained in my book on Extra-uterine Pregnancy (pp. 89 and 90), 
but they have scarcely perhaps received the attention they deserve as 
governing the method of treatment to be adopted in each case. The 
ball-like placenta can generally be removed with safety, the discoid 
cannot. 

Whatever accessory vessels from the omentum or mesentery or 
intestine or abdominal wall may contribute to the blood supply of 
the placenta and need separate and detailed ligature and division, 
the main supply comes from the remains of the Fallopian tube and 
broad ligament beneath it and therefore from enlarged branches of 
the ovarian and uterine vessels of the side affected. In the ball-like 
placenta these can be secured by tilting up the placenta and clamp- 
ing the infundibulo-pelvic and uterine ends of the broad ligament 
before removal. In the discoid placenta, where there is a flat 
attachment all over the pelvis, this may be impossible. Then, 
although I have not as yet had the opportunity to try them, two 
methods strike me as possibly affording a solution of the difficulty :— 

(1) All the vessels of the uterine side of the placenta may be 
secured by vaginal incision before removing the placenta, leaving 
only the ovarian vessels to be attended to afterwards: or, 
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(2) With our present experience in aseptic operative work the 
child and cord should be removed so cleanly and so neatly and the 
operation-field afterwards be so securely closed above the (retained) 
placenta that this is left in no worse condition than the after-birth 
of an extra-uterine pregnancy which has gone over-time. This, 
in favourable cases, as we know, is gradually and painlessly 
absorbed. 

If the latter method of treatment be attempted, I would clamp 
the cord as closely as possible to the placenta, divide it with the 
cautery (without the use of any ligature if possible) and wash out 
the space where the child has been with a weak solution of the red 
iodide of mercury before hermetically closing the abdomen. In this 
case there must, of course, be no drainage, but the asepticity of the 
operation must be perfect. 

The successful treatment, then, of advanced tubo-abdominal preg- 
nancy, though as yet still unsettled, must be regarded as depending 
much more on operative than on diagnostic skill and experience. 
What is needed for the ideal operation is an accurate knowledge of 
the pathology of the abdominal placenta, ingenuity in securing its 
blood-supply if the “quick” placenta be removed, and perfect asepsis 
if the placenta be retained. 
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Early Tubal Gestation: A Clinical Study Based on a 
Personal Observation of 88 Cases. 


By R. Hamitron Bett, M.A., M.B., B.C. (Cantab.), M.R.C.P. 
(Lond.), F.R.C.S. (Eng.), 


Obstetric Tutor and Registrar, St. Thomas’s Hospital; Physician to 
Out-patients, Samaritan Free Hospital, Great Northern Central 
Hospital, and British Lying-in Hospital. 


TuIs paper is based on the writer’s experience of Tubal Gestation 
obtained at St. Thomas’s Hospital, and consists mainly of a careful 
record of all such cases admitted to Adelaide Ward from the be- 
ginning of 1899 to the end of 1905. Only cases of early tubal gesta- 
tion—cases, that is, within the first half of pregnancy—and of pelvic 
hematocele are dealt with. No note is taken of the few cases of 
advanced ectopic gestation which have been in the hospital during 
this period. Nor does the record deal with the few cases of early 
extra-uterine gestation which were admitted to the hospital, mainly 
as emergencies, not under the care of the obstetric physicians. 
These cases are few and far between; they do not come under my 
observation, and I have no particular knowledge of the symptoms 
and physical signs or of the principles which governed their treat- 
ment. 

The series begins in 1899, because in that year I was Obstetric 
House Physician. Ever since then I have been in close touch with 
the ward, and especially so during the last five years as Registrar; 
the great majority of the cases have, in consequence, been under 
my own personal observation. In planning the table I had to decide 
whether I should include any cases of which I had no personal 
knowledge, and I soon came to the conclusion that the series would 
have much greater value if it was a complete record of all the cases 
diagnosed as early extra-uterine gestation during the period 1899 to 
1905 inclusive than if there were any selection, whether for good 
reasons or bad. It is not contended that every case in the table was 
certainly a case of tubal gestation, only that all were diagnosed as 
such, that in the great majority of cases the diagnosis was confirmed, 
and that where the diagnosis must still remain doubtful or unproved, 
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attention is called to the point, and sufficient data are given to 
enable anyone studying the table to form his own conclusions. 

The series consists of 88 cases. They were under the care of Dr. 
Cullingworth (24 cases), Dr. Tate (49 cases), Dr. Fairbairn (13 cases), 
and myself (2 cases). I must express here my indebtedness to all 
three physicians for the permission freely given me to use the notes 
of the cases in whatever way I liked, and I must especially thank 
Dr. Cullingworth, who, as soon as I mentioned my project to him, 
placed at my disposal abstracts which he himself had made of 
those of his own cases which had been submitted to abdominal 
section. These twenty abstracts are included in the table very nearly 
as they were originally made by Dr. Cullingworth, but their great 
value to me was not so much in the saving of labour as in the indica- 
tions they gave me as to method in making a précis of the remaining 
cases. I ought to add that in putting the abstracts into tabular 
form slight alterations and omissions were inevitable, and that 
consequently I am entirely responsible for the description of the 
cases as they appear in this paper, as well as for any deductions and 
conclusions which may be drawn from them. 

I was influenced in preparing the table not only by having these 
abstracts given to me by Dr. Cullingworth, but also by the series of 
cases published by Dr. Champneys in June, 1902. At the end of his 
article he says, “The only way to arrive at a trustworthy rule to 
guide us is by the collection and publication of a series of cases 
under one observer, and not compiled from the practice of many, 
for by this means only can any uniformity, such as is necessary, be 
obtained.” 

The series now published can hardly be said to satisfy this stan- 
dard rigidly, and yet I believe it approaches it very closely; the 
point of view being consistent, and only undergoing such alterations 
and developments as are inevitable in the course of seven years. 
The “atmosphere of the ward,” if I may use the phrase, is very much 
the same, as regards these cases, in 1906 as it was in 1899. Perhaps 
there is now a slightly increased tendency to advise immediate 
operation, and it may be noted that such vaginal operations as are 
recorded in the table all come close together, in the middle period; 
but some such small modifications would occur in the practice of an 
individual during the period covered. 

Before presenting the table it may be well to offer a few words 
of explanation on some points. Under the head of symptoms I have 
endeavoured to give a concise, but clear, account of the onset of the 
illness and of its course up to admission. Particular note was taken 
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in every case (1) of the character of the abdominal pain, and whether 
associated with faintness, or with vomiting, or with both, and (2) of 
any hemorrhagic discharge from the vagina, and its characters, and 
particularly also whether there was any proof, or suggestion, of the 
passage of a decidual cast. Where definite negative statements that 
there was no faintness, or no vomiting, etc., are to be found in the 
notes these statements are included in the table, and where in the 
table there is no mention of these symptoms, in either a positive or 
negative sense, it means that no statement with regard to them is 
to be found in the hospital notes of the case. 

With regard to pyrexia, it is so difficult to obtain a history suffi- 
ciently accurate in a great many of the hospital patients, that I have 
often been compelled to leave the point unnoted; but, where a 
clear history could be obtained, or we had ourselves, after admission, 
evidence of fever, it is always recorded, and occasionally the negative 
statement, “No pyrexia,” will be found. Difficulty with micturition 
or defzcation is recorded when mentioned in the notes. 

It will be noticed that an illness of two months’ duration often 
precedes admission to hospital, and when this occurs it is nearly 
always due to the fact that a correct diagnosis has not been reached. 
This will be referred to again at the end of the paper. 

The column dealing with the relation to last menstruation has 
been filled up with care, but sometimes it presented great difficulties, 
the tendency of many women to call any vaginal hemorrhage, how- 
ever irregular, a “period” being very marked. 

Under the heading “Physical signs,” where there was great 
internal hemorrhage, indicated by marked pallor, rapid pulse, etc., 
the signs are recorded; but, in the majority of cases, it seemed suffi- 
cient to note the pelvic condition. I had intended to note the state 
of the breasts in all cases, but found it was so comparatively seldom 
that they afforded any help in diagnosis that I abandoned my inten- 
tion. Here I may also state that I had intended to record, in all 
cases where an abdominal section was performed, the condition of 
the opposite uterine appendages; but I found that it would prove 
such a monotonous record of a normal condition, that I soon decided 
only to mention the opposite appendages when some abnormal con- 
dition was present, and, as will be seen on glancing through the 
table, this occurred only on very few occasions. 

In the column headed ‘‘ Remarks” I have made a few notes as 
to the condition of the Fallopian tube removed, and the presence or 
otherwise of absolutely certain evidence of gestation. Where there 
was no operation I have in this column indicated the progress of the 
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case, and in the case of operations it may be assumed that, where 
there is no note of difficult or prolonged convalescence, recovery was 
uneventful. 

Finally, I have added, where possible, the state of the patient at 
the present time. A letter was sent to each one, but the result was 
disappointing, a very large number of the letters having been 
returned through the post office, and a considerable percentage of 
the remainder having been unanswered. 

It is clear that in deciding the question as to the best 
treatment of these cases, whether by abdominal section or by rest, 
a large number of after-histories carefully collected would be of 
great importance; but it seems almost impossible to obtain these in 
sufficient proportion from hospital patients, at any rate in London. 
Whenever the woman has been seen since she was in hospital, or has 
replied to my letter, I have made a note. I regret that the number 
of these is so comparatively few. 


Date 
No. Name. of Age. Civil Pregnancies. 
Admission Condition 


i 1899 rig 


September 1898 


2 years ago 


13, 30 married Pregnanc 
dren 5. 
10 months ago 


10 months ago 


dren 8. 
16 months ago 
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25, 32 married Pregnancy 7: chil- Hemorrhagic 
1899 dren 7. t child continued for 8 weeks. Three 


Symptoms of present illness. 


a Sudden pain, accompanied by Six weeks afte; 
t hematosal- faintness and hemorrhagic dis- 
pinx, removed by charge, followed by passage of 
abdominal section a clot. No vomiting 


weeks after the commencement 
of this discharge, sudden attack 
of severe pain in the abdomen. 
This pain recurred at intervals 
subsequently. No collapse or 
vomiting 


3 months before admission; 6 
weeks later another attack with 
collapse. Again 4 weeks later 
severe continued pains, followed 
by a discharge of blood per 
rectum. _ Irregular, vaginal 
hemorrhage during the whole 
of the 3 months, more severe at 
the time of the acute attacks 


4 M.S. —-. 31 married a 7: chil- First symptom was slight vaginal About four weeks 
1899 dren7. Last child hemorrhage, occurring a few 


days after period was due. 
This was followed a few days 
later by some abdominal pain, 
so intense that she fainted. 
Since the onset there have been 
three slighter attacks of ab- 
dominal pain, and irregular 
vaginal hemorrhages, always in- 
creased when the pain was 
severe 


later. Third attack very severe, 
patient fainted, was cold and 
pale, and unconscious till next 
day. A doctor called in thought 
her dying. This was on May 
16th. The same day began to 
lose dark blood per vaginam; 
loss lasted five weeks 


last period 


discharge which Hiemorrhagie dis. 


Relation to last 
Menstruation, 


charge began when 
a period was due 


5: chil- Sudden, severe, abdominal pain, The periods were 
tchild with slight fainting attack 


regular till Jan, 19. 
The loss which began 
then did not cease in 
three days as usual. 
First attack of ab- 
dominal pain oceur- 
ed on Feb. 10 


after last normal 
period 


5 A.C. June24, 36 married ww 8: chil- Sudden abdominal pain, repeated About 1 month aiter 
1899 ast child next day, and again three days last period 


Mass th 
rising ir 
inch of 
pressing 
wall; e 
terior f 
to an ir 
Body 
able 


Soft ele 


patient 
possibl 


A hard 
ing, 
pubes, 
movab 
more 
roof d 
ally o1 


Abdom 
Poster 
fornix 
swellit 
above. 
bilicu: 
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Uterus 
right. 
Doug 
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Physical signs. Condition found at Operation. 


Mass the size of a cocoanut, Abdominal section, Feb. 16, 1899. 
rising in abdomen to within an A mass of soft, encysted blood 
ich of the umbilicus, and de- clot, was found obscuring the 
pressing the anterior vaginal fundus and posterior surface of 
wall; extending into left pos- the uterus. It was connected 
terior fossa, and on the right with the left Fallopian tube, 
to an inch beyond the mid line. the fimbriated end of which was 
Body of uterus indistinguish- lost in adhesions helping to 
able form the wall of the cyst 


Soft elastic swelling distending Abdominal 
D.P., about the size of a large 1899. 
orange, unequal in consistence. 
Uterus enlarged (sound 3in.), 
lying to left and in front of 
swelling. The mass appeared 
to increase slightly in size under 
observation, but operation was 
postponed on account of the 
patient’s desire to avoid it if 
possible 


section, Mar. 
Hematosalpinx, with 
hematocele. The distended 
right tube opened into a blood 
cyst 4 inches in diameter, 
divided by a septum, with per- 
foration admitting the little 
finger, and probably represent- 
ing the abdominal ostium of the 
tube. Blood partly clotted, 
but mainly fluid. No free 
blood in the peritoneal cavity 


17, 


A hard, tense, abdominal swell- 
ing, reaching 5 inches above 
pubes, non-fluctuating, slightly 
movable, on left side softer and 
nore deeply seated. Vaginal 
roof depressed by mass, especi- 
ally on left 


Abdominal section, May 18, 1899. 


with both Fallopian tubes. 
Grasped by the expanded am- 
pulla and infundibulum of the 
right tube was a cyst-like swell- 
ing containing a foetus 4 inches 
long. There was a rent in the 
cyst about 1 inch in diameter. 
The outer portion of the left 
tube was also dilated, and the 
— end lost on the sac 
wa 


Abdomen somewhat distended. Abdominal section, June 23, 1899. 


Posterior fornix and left lateral H 
fornix depressed by a_ large 
swelling, soft below and harder 
above, reaching nearly to um- 
— Uterus in front and to 
tig 


zmatocele, partly fluid, partly 
solid, connected with right 
Fallopian tube, which was 
dilated to size of pigeon’s egg, 
and ruptured. Fimbriated end 
of tube was open, 13 0z. of clot 
were removed 


Uterus pushed forwards and to Abdominal section, June 29, 1899. 

right. Large tense swelling in Hematocele partly _ clotted, 

Douglas's pouch, bulging into partly fluid. The left Fallopian 

vagina and rectum; upper limit tube was distended with old 

ill-defined clot; the fimbriated end was 
closed. ‘The wall of the tube 
was so thinned out it was im- 
possible to trace it, but ap- 
parently there had been a 
rupture 


Hematocele closely associated J 


Result. Remarks. 


discharged What appeared to be a small 
March 28, amniotic cavity was seen in a 
1899 harder portion of the clot. 
(52 days) Chorionic villi were demon- 
strated microscopically. There 
was a rise of temperature with 
some cellulitic thickening during 
the second week of conval- 
escence. This soon subsided, 
and pelvic examination before 
discharge revealed nothing ab- 
normal. Seen frequently since. 
Suffers from somewhat severe 
— but is otherwise 

we 


discharged No mole was seen, and no 
April 15, chorionic villi were detected on 
1899 microscopic examination. There 
(49 days) is consequently no _ absolute 
proof of gestation. Slight cel- 
lulitic thickening occurred on 
the right side during con- 
valescence, but the temperature 
was normal for more than a 
fortnight before discharge. 
Letter July 17, 1906: “Very 

well” 


discharged There is no absolute proof, but 
une 14, the condition found at _ the 
1899 operation, and shortly described, 
(32 days) suggests that this was a case of 
double tubal gestation, with 
rupture on the right, and tubal 
abortion on the left side. 
Letter, July 1906: “Since leav- 
ing the Hospital I have enjoyed 
excellent health, not once having 
the least thing the matter” 


discharged No foetus was seen, and there is 
July 17, no mention of amniotic cavity 

1899 having been discovered in an 
(26 days) of the blood-clot. Evidence of 
tubal gestation clinical. 
Patient came to the Hospital in 
January 1900, complaining of 
pelvic pain. The uterus was 
anteflexed, of normal size, and 
freely mobile. Nothing ab- 
normal could be felt in the 
pelvis 


discharged On examination of the clot a 

July 19, distinct amniotic cavity was 
1899 found 

(25 days) 
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Date 
No. Name. of Age. Civil Pregnancies. 
Admission Condition 


40 married Pregnancy 6: chil- 
1899 dren 4; miscar- 

riage $2. Last 

pregnancy 3 years 
ago 


7 SOL. 24, 40 married Pregnancy 2: chil- 

1899 dren 2. Law t child 
17 years ago; a 
possible miscar- 
riage 6 years ago 


house. dren 1. years 
maid ago 


9 E. A. Sept. 15, 32 married Pregnane 
1899 dren 1. ‘we years 
ago 


riage 1. Date of 
last pregnancy not 
recorde 


Journal of Obstetrics and Gynecology 


Symptoms of present illness. 


Relation to last 
Menstruation, 


Slight vaginal hemorrhage, which Five weeks after Jas, 
riod 


began a few days after a period 
was due, and continued till ad- 
mission. A week later (May 16) 
severe abdominal pain, with 
faintness, retching, and increase 
of hemorrhagic discharge. 
Several similar attacks later 


was followed by a “flooding” ; 

one week later severe pains, 
which compelled her to go to 
bed. From this time till ad- 
mission continuous pain, and 
difficulty with micturition, de- 
manding on two occasions the 
use of the catheter. On June 
20th another severe hemorrhage. 
Irregular loss continued for a 
week. Supposed by her doctor 
to have rea a miscarriage, and 
to be suffering from pelvic in- 
flammation following the abor- 
tion 


discharge for five weeks, then 
sudden severe abdominal pain, 
worse on the left side. Two 
days later pain worse, and fol- 
lowed by sickness. A third at- 
tack the following week. Mic- 
turition painful. Some febrile 
disturbance. No faintness 


all night, vomiting and diarrhea. 
Hemorrhagic discharge next 
day and continuously till ad- 
mission, with occasional clots. 
Recurrence of severe pain and 
vomiting four days later, and 
slight attacks during August. 
At beginning of September very 
severe attack with loss of con- 
sciousness. Temperature normal 
on admission, but had risen 
shortly before, and a week later 
rose first to 102°, and then to 
3°8° 


a miscarriage. There had been 
14 weeks’ amenorrhea. No em- 
bryo was seen, only a mem- 
branous_ sac containing clear 
fluid. Severe pain followed in 
hypogastrium, rectum, and 
vagina, and also with micturi- 
tion. No collapse or vomiting. 
There was since the ?mis- 
carriage a pale red continuous 
vaginal discharge. A severe 
attack of pain occurred after 
admission, and two days before 
operation 


perl 


On June 8th had a fall which Hemorrhage on June 


8, occurred nearly § 
weeks after last 
period 


14, 36 single, Pregnancy1: chil- Continuous slight hemorrhagic Hemorrhage began 


at time of normal 
ving pain 5 weeks 
ater 


: chil- On July 27 severe pain, lasting Six weeks after last 


menstruation 
(middle of June) 


10 E.S. Oct. 11, 40 married —— 8: chil- Three weeks previous to admis- Fourteen weeks after 
1899 dren 7; miscar- sion had what was stated to be last period 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. 


Condition found at Operation. 


Result. 


Remarks. 


fixed, lobulated mass, Abdominal section, July 14, 1899. discharged The tube was dilated at its outer 
osterior fornix, and Lobulated mass proved to be a Aug. 12, 


roof ; 


oft elastic tumour felt per ab- 
domen, firmer on right than on 
left, encroaching on vagina, 
especially on right side. Uterus 
3 inches long, in front of swell- 


Behind 
uterus and extending to right a 
soft elastic swelling, the size of 
fetal head, inseparable from 
the back of the uterus, not ex- 
ending into Douglas’s pouch 


Pouglas’s pouch distended by a 


a small hematocele connected with 


Close to the fimbriated end, but 


1899 


(35 days) 


1899 
(40 days) 


outside it, was found a firmer. 


portion of clot containing an 
amniotic cavity and small foetus 


Abdominal section, Sept. 21, 
1899. Hematocele, containing 
firm clot, size of a closed fist, 
surrounded by dark fluid and 
semi-fluid blood. Both Fallopian 
tubes and both ovaries ap- 
parently normal 


Abdominal section, Sept. 26, 
1899. Hematocele, containing 
dark liquid fctid blood and 
broken down blood clot. The 
right ovary was cystic, only a 
small portion of the outer part 
of the Fallopian tube was re- 
moved 


Abdominal section, October 20, 
1899. Large hematocele con- 
taining one pint of blood. The 
right Fallopian tube was dilated 
and ruptured about its middle, 
with a tubal mole still adherent 
to it. The amniotic cavity was 
seen, but no fcetus. Chorionic 
villi were demonstrated micros- 
copically 


end, and contained a blood clot, 
which on _ section showed a 
typical amniotic cavity 


recovered from both before dis- 
charge 


discharged No certain proof that the hamato- 


Oct. 21, 
1899 
(37 days) 


cele was due to tubal gestation. 
Evidence clinical only. Possi- 
bility of pregnancy admitted 


discharged Evidence of gestation clinical. 


Oct. 28, 
1899 
(43 days) 


The temperature fell after the 
operation, but rose again a few 
days later. An incision was 
made through the posterior 
fornix, and some offensive blood 
and pus were evacuated. A 
drainage tube was inserted, and 
kept in position for several days. 
On discharge the patient was 
feeling well, the uterus was 
mobile, and there was no thicken- 
ing to be felt in Douglas’s 
pouch 


discharged There was, at the time of the 


Nov. 11, 
1899 
(31 days) 


“miscarriage” referred to in the 
notes, no greater loss than 
usually occurred at a monthly 
period. It was probably only a 
perfect decidual cast that was 
passed, though possibly the case 
was an example of combined 
intra-uterine and extra-uterine 
pregnancy. It is worth noting 
here that this is the first case in 
this series in which a history of 
the — of a decidual cast 
could be obtained 
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r last partially 

elt in P 

nfter -mass continuous with the left Fallopian tube 

his in the left posterior fornix. 

Jo mass felt per abdomen. 

terus anteflexed, high up, and 

mobile a 
June Mbdominal swelling reaching to Abdominal section, July 27, 1899. discharged Convalescence was complicated 
arly § fMumbilicus, more on left side Large hematocele separated with Sept. 2, by basal pneumonia on the right 
- last than right. Uterus forwards difficulty from _ intestinal ad- | | side, and by a small abscess in 

nd to right. Swelling fell to hesions. Ampulla of _ left the abdominal wound. She had 

ot of cervix, depressing the Fallopian tube dilated and com- Po 

vaginal roof municating through open fim- 

briated end with hematocele. 

r last @bterus in middle line in front, 

arnt SW ng encroac ing on 

the vagina, and pushing the 

uterus forwards. The upper 

margin of the swelling was 

about an inch and a half below 

the umbilicus 
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Date 
No. Name. of Age. Civil Pregnancies. 


Symptoms of present illness. Relation to last 
Admission Condition 


Menstruation, 


11 E.B. Nov. 12, 19 married Pregnancy 1: chil- On Sept. 29th, sudden severe Menstruation had) elast 
1899 dren 1. One year pain whilst washing, accom- been re-establish 
ago panied by a slight hemorrhage since continemey 
from the vagina, which con- The child was wey 
tinued five weeks, light red at ed only a few dayyummright. | 
first, dark later. On Nov. 3rd, before admission ‘BBthe righ 
passed substance, partly 
whitish, partly red (? decidua). 
No collapse or vomiting; slight 
pyrexia 


12 L.J. Dec.9, 32 married Pregnancy 6: chil- On Nov. 20th, three days after Onset three daysafmmpn adm 
1899 dren 2; miscar- what had appeared to be a last menstruation Mftantefles 
riages 4. Last normal but rather short period, vix fix 
miscarriage on sudden attack of violent pain in definite 
Whit-Monday, right iliac region, with nausea. fornice: 

1899 Slight vaginal hemorrhage re- 

commenced same day, blood 

dark. Several attacks of severe 

pain preceded admission, with 

considerable loss of blood, and 

faintness. No vomiting. The 

patient was under observation in 

the ward seven weeks before 

operation. She seemed to be 

improving slowly for a time, but 

towards the end of January, 

there were considerable pain, 

slight pyrexia, and irregular 

vaginal hemorrhages. On this 

account the abdomen was 

opened 


13. R.H. Jan. 31, 24 married No previous preg- amenorrhea for six weeks Six weeks after 
1900 nancy loss began, at first like a normal period left. 

period, darker later. After and ¢ 
losing for a week passed a clot, NX, | 
and since then has had attacks swelli 
of abdominal pain. No history 
of faintness, vomiting, or 
pyrexia 


14 (A.C. 11, 25 married Pregnancy 2: chil- Sudden hemorrhage a few days Four anda half week 

dren2. Last child after a period was due, associ- after last period 
2 years ago ated with indefinite pains in 

right iliac region and_ back. 

Further hemorrhages during the 

next three weeks were followed 

by a severe attack of pain. 

Patient fainted twice. There 

was no vomiting. Hemorrhagic 

discharge continued till day of 

operation 


<2 


Bell: Tubal Gestation at St. Thomas's 


Physical signs. 


, elastic swelling filling the Abdominal section, 


; f the back of the pelvis, 
oo higher and being better 
jefned on the left than the 
right. Uterus in front and to 


» admission, the uterus was Abd 


Condition found at Operation. 


Nov. 
1899. Small hematocele, chiefly 
on left side, but due to rupture 
of right Fallopian tube. The 
fimbriated end of the tube was 
closed. The rupture measured 
lin. by Zin. There were tags 
of adherent clot round the edges 
of the rent, but the tube was 
empty 


Cer- An old heematocele, size of a 


In- 


, odour. 


Pterus normal in size, inclined to Abdominal section, Feb. 6, 1900. ser The tube was carefull 
rch 10, 


left. In right posterior fossa 
and depressing the lateral for- 
nix, a@ movable, firm, elastic 
swelling, size of a small orange 


tangerine orange, partly fluid, 
partly clotted, with musty 
The right Fallopian 
tube showed near its uterine end 
a dilatation, with thickened 
wall, containing blood clot, in- 
timately adherent to the wall of 
the tube. The ampulla showed 
signs of acute inflammation; its 
lumen contained blood clot, epi- 
thelial débris, and inflammatory 
lymph. The fimbriated end of 
ie tube was open and in direct 
communication with the hema- 
tocele. The right ovary was 
oedematous and cystic 


A small hematocele enveloped 


Result. 


Dec. 29, 
1899 
(47 days) 


(83 days) 


Remarks. 


23, discharged What appeared to be the mole 


was found in the blood clot, but 
no amniotic cavity was seen, nor 
were chorionic villi found on 
microscopic examination 


Feb. 1, 1900. discharged The case is distinctly atypical, 
2, 
1 


neither history nor 
— giving certain evidence of 
tubal gestation. This was, how- 
ever, proved by microscopical 
examination of the tube wall 
and adherent clot, many chorio- 
nic villi being clearly seen. 
Whether the inflammatory con- 
dition of the right tube followed 
or preceded the gestation, is un- 
certain. The left Fallopian tube 
and left ovary were healthy, and 
were not removed 


examined, 
but no chorionic villi were dis- 


the fimbriated end of the right (38days) covered. The evidence of gesta- 


Fallopian tube. The distal por- 
tion of the tube contained a firm 
clot closely adherent to the tube 
wall. No amniotic cavity seen 


7 


of the somewhat sacculated 
right Fallopian tube was ad- 
herent 


tion is clinical 
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If weeksfBwelling in Douglas’s pouch, and Abdomina™®8¥flon, April 19, discharged The amniotic cavity was seen, but 
riod in right posterior pelvic fossa, 1900. Hzematocele, containing May 12, no fetus. It was clearly a case 

the size of a large fist. Uterus half a pint of dark blood, with 1900 of tubal mole, followed & tubal 

normal in position, and in size a firm clot, the size of a duck’s (31 days) abortion 

and mobility egg, to which the fimbriated end 

33 
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No. Name. of Age. Civil Pregnancies. Symptoms of present illness. Relation to last 
Admission Condition Menstruation, 


15 R.McC, Julyll, 39 married gs rg el chil- Severe abdominal pain and First attack of yy bdom 
1900 ren4, Lastchild vaginal hemorrhage had both occurred dy} Jastic 

13 years ago been present since the beginning menstruation ae 

of April. The pain had been pai 

more or less continuous, but dane 

with exacerbations, associated pore 

with vomiting. Three weeks be- ee 

fore admission the uterus had aredl 

been explored, and the hemorr- It wa 


hage had ceased from that day 


16 L.W. July3l, 29 married Pregnancy 1: chil- Vague abdominal pains in June Last menstrual peri 
1900 dren 1. Child born were followed, on July 22nd, by began May 22 

8 years ago vaginal hemorrhage, and more 
severe pain, leading to faintness. 
No vomiting. On the following 
day a formed substance was 
passed (?decidua). Very ill 
when admitted to Hospital, with 
pulse of 120, temperature 100° 


17 C.F. Aug.8, 38 married Pregnancy 6: chil- Three weeks before admission, Five weeks after la 
1900 dren 6. Last child was suddenly seized with severe menstruation 
10 years ago pain in lowerabdomen and back. 
Vaginal hemorrhagic discharge 
began the same day. Some sick- 
ness. No faintness. Slight 
pyrexia 


18 E. K. Sept.6, 31 married Pregnancy 2: chil- Sudden attack of abdominal pain Illness began whi 
1900 renQ; miscar- 6 weeks before admission. menstrual perié 


riages 2. Last Vaginal hemorrhage began same was expected bust 
miscarriage 34 day and continued till admis- to t 
years ago sion. A few clots and ? decidua adm 
passed. Recurrent attacks of tain 
pain, always associated with 17th 
vomiting, and sometimes with acr 


diarrhea. No faintness, or col- 


lapse in} 


} 
| 
| 
| 
tion) 
| uter 
how 
uter 
| size 
| left 
ance 
last 
| uter 
| 
i 


can 


peric 
cted 


Uterus in normal position. 


Bell: Tubal Gestation at St. Thomas's 


Condition found at Operation. 


art. 
larged, to the r 
ay months’ gestation, and 


were rapidly removed. The wall 
anteverted. The elastic swell- 


of the hematocele sac was 
ing mentioned above was ad- rotten. It proved impossible to 
herent to the back of the uterus. check the hemorrhage with liga- 
It was the size of a cocoa-nut — tures, and gauze packing was re- 
sorted to, but without success, 
death occurring on the table 


Abdomen distended and tender. Abdominal section, Aug. 8, 1900. 
Mass in left iliac region extend- Considerable quantity of blood 
ing upwards to a point half way free in the peritoneal cavity. 
between umbilicus and pubes. The left Fallopian tube was seen 
(No record of vaginal examina- to be ruptured, and was re- 
tion) moved with the ovary 


On No operation 
the right side was a firm, fixed 

swelling extending from the 

uterus to the pelvic wall. Con- 

tinious with this swelling and 

adherent also to the back of the 

uterus was a cystic tumour the 

siz of a tennis ball. On the 

left side there was some resist- 

ance, but no definite mass 


lastic swelling behind 
uterus, the size of a cocoa-nut, 
pushing the uterus forwards and 
to the left. One month after 
admission, the swelling was cer- 
tainly diminishing, and on Oct. 
ith, it was noted to be size of 
a cricket ball. It was very much 
the same size when re-admitted 
in November 


he right uterine appendages 
were removed, with a_ small 
hematocele surrounding the fim- 
briated end of the tube 


Result. 


died 
July 13, 
1900 


died 
Aug. 3, 
1900 


Remarks. 


This patient was admitted on 
July 11th, and examined the 
next day. Late the same even- 
ing she became suddenly worse, 
a rigor being followed by ex- 
treme collapse, blanching, and 
very rapid and feeble pulse. It 
was decided to operate immedi- 
ately. Strychnine and brandy, 
and intra-venous saline infusion 
were given before the ab- 
domen was opened, the infusion 
being continued during the 
operation. P.M.: Body ex- 
tremely anemic, 17 ounces of 
clot in peritoneal cavity. The 
uterus was more than double 
the normal size, and in one part 
of its cavity was firmly ad- 
herent and_ blood - infiltrated 
decidual material nearly half-an- 
inch thick. The ruptured tubal 
pregnancy had occupied the 
pouch of Douglas 


The rupture of the tube was 
nearly two inches in extent. It 
extended to within half-an-inch 
of the fimbriated extremity, 
which was not closed. The am- 
niotic cavity was seen, but the 
foetus was lost. P.M.: Death 
due to peritonitis 


discharged The patient was not examined 


Sept. 8, 
1900 
(31 days) 


Nov. 3, 
re-admit’d 
Nov. 28, 
1901 ; 
discharged 
Jan. 13, 
1901 
(129 days) 


for several days after admission. 
She was then kept at rest for a 
week, and in re-examination the 
elastic portion of the tumour 
was not so well defined. The 
vaginal hemorrhage still con- 
tinued, but less in quantity. On 
August 27th, it is noted: “No 
pain, temperature normal, 
general condition good.” <A 
diagnosis was made of a small 
pelvic hematocele, due to tubal 
abortion, and possibly some old 
salpingitis and pelvic peritonitis 


the Abdominal section, Dec. 6, 1900. discharged When the patient was discharged 


her general health was good, her 
temperature normal, and she 
had no pain. She had been up 
since Oct. 14th. Pain recurred 
aweek after leaving the hospital, 
and continued till re-admission. 
The right Fallopian tube re- 
moved at the operation was 
found to contain a mole the size 
of a walnut. The amniotic 
cavity was seen, and a small 
body, believed to be an embryo 
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No. Name. Pregnancies. Symptoms of present illness. Relation to last 


Menstruation, 


19 A.P. Dec. 21, 34 married Pregnancy 3: chil- Symptoms very indefinite. Had Last normal px 
1900 dren 3. Married he ailing for 15 months, but six weeks be fo, 
to second husband worse lately. In bed for a fort- admission 
7 years—no preg- night two months before admis- 
nancies sion, with “inflammation.” Ab- 
dominal pain now severe, with 
difficulty in micturition. Last 
period 6 weeks ago, and since 
then continuous slight hemorr- 
hagic discharge. No sudden 
acute pain, no vomiting, no 
faintness. Slight pyrexia 


of Age. Civil - 
Admission Condition 


20 C.P. Dec. 31, 29 married No pregnancies. Sudden severe abdominal pain, Six weeks after |; 
1900 Married 7 months occurring after 6 weeks’ amenor- menstruation 
only rhea, followed by hemorrhagic 
vaginal discharge, and the pas- 
sage of a decidual cast. Two 
further attacks of pain, the last 
one very severe, with vomiting, 
and faintness. Another severe 
attack of pain occurred in the 
ward, on the day of operation 


21 E.M. Feb.11, 25 married nn 1: chil-Sudden severe abdominal pain Five weeks after} 
1901 drenl. Twoyears after 5 weeks’ amenorrhea. menstruation 
ago Slight sickness. Recurrence 
three weeks later. Is said to 
have menstruated during the 
second attack, but discharge was 
“brown” instead of “red.” No 
other hemorrhagic vaginal dis- 
charge. A third severe attack 
of pain, with vomiting, immedi- 
ately before admission 


22 EC. 29 married chil- Hemorrhagic vaginal discharge Two monthsaiterl 


dren 1. Tenyears fora fortnight before admission, menstruation 

ago after two months’ amenorrhea. 
With this was a continuous 
aching pelvic pain, with slight 
exacerbations. No vomiting, or 
faintness, no decidual cast. 
Some pyrexia, 102° on admis- 
sion. On the third day in 
— the patient had a rigor, 
and the temperature reached 
105°. Varying high tempera- 
ture and occasional rigors con- 
tinued till operation 


23. M.C. Feb. 9, 30 married Pregnancy 3: chil- Symptoms indefinite. Recurrent Last menstrual pet 
1901 dren 3. tchild attacks of abdominal pain, the second week in J 
2 years ago first six weeks before admission, uary, after the! 
the most severe on Feb. 4th. two attacks of 
Sickness with the attacks of dominal pain 
pain. No history of hemor- 
rhagic vaginal discharge. No 
faintness 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. 


i the 

was a_ smooth, 
ounded, elastic swelling, ex- 
enely tender and adherent to 
he back of the uterus. It 
lightly depressed the vaginal 
oof, and was fixed 


amination diffic 
pwing totendernessand rigidity. 
All that could be made out was 
very tender swelling on the 
ight side, running out towards 
he right iliac fossa 


hrough the abdominal wall, with 
peristaltic movements. <A firm, 
astic mass was felt, lining the 
eft side of the pelvis, and dis- 
placing the uterus to the right 


Condition found at Operation. 


Large amount of dark blood clot 
was removed from behind the 
uterus, including a mass of 
firmer consistence, ?mole. The 
open fimbriated end of the le‘t 
Fallopian tube communicated 
with the hematocele. There 
were many adhesions, which 
were separated, and the left 
uterine appendages removed 


Large quantity (about 15 pint) 
of blood in peritoneal cavity. 
The right Fallopian tube was 
widely dilated and was removed 


distended. Incision of most dis- 
tended portion and evacuation 
of a large quantity of fluid 
feces; wound closed with 
Lembert’s sutures. Hematocele 
sac, size of closed fist, adherent 
to the back of the left broad 
ligament. Also small quantity 
of blood free in the peritoneal 
cavity. The sac contained dark 
red solid clot. It was removed 
with the left uterine appendages 


terus enlarged, and pushed to Abdominal section, Feb. 22, 1901. 


he right. On the left side was M 


felt 


The interior 
was, however, quite smooth. 
nder the anesthetic an in- 
lefinite mass was felt on the left 
side, fixed to the pelvic wall, 


but movable slightly with the 
terus 


any dense adhesions. Gesta- 
tion had occurred in the left 
Fallopian tube, very close to the 
uterus, and rupture had taken 
place into the mesosalpinx. The 
cavity in the broad ligament 
contained putrefying clot, and 
encroached on the wall of the 
uterus, so that it was impossible 
to remove the sac and the tube 
without the uterus. Abdominal 
drainage 


dilated right Fallopian tube, 
with small hematocele round 
the fimbriated end. The right 
uterine appendages were re- 
moved 


Result. 


Jan. 26, 
1901 
(36 days) 


Jan. 26, 
1901 
(26 days) 


1901 
(26 days) 


Remarks. 


posterior part of Abdominal section, Jan. 1, 1901. discharged The ampulla of the left Fallopian 


tube was dilated, and there was 
a small piece of blood clot ad- 
herent to the wall, but no micro- 
scopic examination for chorionic 
villi was made. Nor was any 
amniotic cavity found in the 
firmer mass described as _re- 
moved at the operation. Ab- 
solute proof that the hematocele 
was due to extra-uterine gesta- 
tion is therefore absent 


difficult Abdominal section, Jan. 4, 1901. discharged The tube wall was tightly 


stretched over the contained 
clot, which was adherent at one 
spot, but there was no rupture. 
The fimbriated end of the tube 
was widely open. No trace of 
an embryo could be seen. The 
ovary contained a well-marked 
corpus luteum of pregnancy 


briated extremity patent, but 
there was an extensive rupture 
of the middle portion of the 
tube, which was stretched over 
the hematocele, and communi- 
cated freely with it. No trace 
of embryo, or amniotic cavity 
was seen. The case was com- 
plicated by the intestinal disten- 
sion, due probably to a strip of 
adherent omentum, but recovery 
was uneventful 


died A small i was found after 


March 2, 
1901 


1901 
(39 days) 


removal between the sac in the 
mesosalpinx and the cavity of 
the uterus. It admitted a probe. 
The abdominal wound broke 
down, and the discharge was 
very offensive, but for a week 
the patient seemed to be making 
fair progress. She then sud- 
denly collapsed. P.M.: Puru- 
lent peritonitis ; ruptured abscess 
in the right ovary 


On section of this an amniotic 
cavity was seen, but no embryo 
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1a] perio 
after la 
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s after Lami ils of bowel seen Abdominal section, Feb. 11, 1901. discharged The outer end of the Fallopian 
ies : ae a Coils of small intestine much March 9, tube was normal, and the fim- 

1 
hs afterliim 
tion 

p small movable mass, 

hrough the posterior part of 

he left lateral fornix. It was 

ender to palpation. A few 

days later the uterus was ex- 

plored, its size suggesting that 

t contained an ovum, or the 

trualpen@Mterus pushed forwards. Ad- Abdominal section, Feb. 21, 1901. discharged The provisional diagnosis before 
eek in JiiiMherent to the posterior wall of Swelling was found to be due to March 20, operation was “small, inflamed, 
er the ihe uterus and to the pelvis a ovarian cyst.” The Fallopian 
cks of “mass of firm consistence, larger tube contained a firm mole, the 
pain han aJaffa orange. The tumour size and shape of 

bulged into the rectum, and 

here a sense of fluctuation could 

be obtained 
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Date 
No. Name. of Age. Civil Pregnancies. Symptoms of present illness. Relation to last 
Admission Condition Menstruation, 


24 H.B. Feb.27, 33 married Pregnancy 2: chil- Sudden severe abdominal pain, Attack of pain occun, 


901, dren 2. Last child accompanied by sickness, and ed a few days 

and 2 years ago followed by copious, bright red, period was due 
June 17, vaginal discharge. No decidua 

1901 passed. Patient refused to stay 


in hospital. Re-admitted in 
i June with a history of con- 
; tinuous illness since February, 
with recurrent attacks of ab- 
dominal pain and faintness 


25 M.C. Mar.5, 37 married Pregnancy 1: chil- Sudden pain in abdomen six First attack of pai 
1901 dren 1. Eight weeks before admission, not occurred whenperio! 
years ago very severe. No collapse. No was two days over 
vomiting. Slight hemorrhage due 

the day after first attack of 

pain, continued for a fortnight. 

Recurrent attacks of pain up till 

admission. Slight pyrexia 


26 C.B. Apr. 10, 30 married Pregnancy 6: chil- Sudden and severe abdominal First attack of pain 
1901 dren6. Last child pain lasting some hours. Re- occurred only tw) 
4 years ago current attacks for a month, days after what i 
Slight vaginal hemorrhage be- described as a nor 
gan at the time of the first at- mal period 
tack and lasted rather more 
than three weeks. No collapse 
or vomiting 


27. E.D. Mayl, 31 married No previous preg- After seven weeks’ amenorrhcea, Some weeks afterla 
1901 nancies. Married sudden severe abdominal pain, period 
5 years with vomiting, and faintness. 
Three days later more severe at- 
tack, followed by vaginal 
hemorrhage and the passage of 
dark clots 


23 E,W. May 15, 28 married Pregnancy 2: chil- Very indefinite. Menorrhagia Continuouslossbegu 

1901 dren 1; misear- and dysmenorrhea for two at the time oti 

riages 1. Child 7, years, worse the last six months. regular period 
: and miscarriage 6 The patient had been losing 
years ago freely ever since Apr. 12, at 
which time she was menstrua- 
H ting, the discharge being dark 
red. Some colicky pains in the 

lower part of the abdomen 


29 A.S, May 22, 30 married Pregnancy 5; chil- Sudden and violent pain in right Began during met 
1901 dren 4; miscar- iliac region seven weeks before struation 
riages 1. Last admission. Recurrent attacks 
child year ago since; first attack occurred 
during menstruation. Continuous 
vaginal hemorrhage since. Faint- 
ness during attacks. Retching, 
but no actual vomiting 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. 


. Uterus pushed far for- 
ome and to the right. Behind 
and to the left was a mass the 
size of a closed fist, fixed to the 
hack of the uterus, and slightly 
depressing the vaginal roof 


Uterus pushed forwards and to 
left. Soft, non-fluctuating swell- 
ing in Douglas’s pouch and right 
fossa, reaching nearly up_ to 
umbilicus. Abdomen full, but 
not distended. Both flanks dull 


Condition found at Operation, 


No operation 


Result. 


Remarks. 


discharged The mass in Douglas’s pouch and 
July 20, 
1901 


on the left side had distinctly 
diminished, while the patient 
was in hospital, but had not dis- 
appeared. There was no pyrexia. 
Adiagnosis of pelvic hematocele 
was made, rather than pelvic 
inflammation, but was necessarily 
very uncertain 


Abdominal section, Mar. 7, 1901. discharged Five days before admission patient 


Hematocele had ruptured, and 
there were two pints of blood 
free in the peritoneal cavity. 
The hematocele consisted of 
soft, dark clot, with a more firm 
oval clot, the size of a hen’s egg. 
The right Fallopian tube had 
two separate dilatations, the 
larger near the uterine end, both 
ruptured. The fimbriated end 
was partially closed 


April 3, 
1901 
(29 days) 


had been examined under an- 
zsthesia outside the hospital. A 
mass had been found in Douglas’s 
pouch, and an attempt made 
to raise it under the impression 
that it was a retroflexed gravid 
uterus. Something was felt to 
give way, and next day the large 
supra-pubic swelling, extending 
nearly to umbilicus, was noticed. 
The firm oval clot was examined 
but no amniotic cavity was seen 


Mass behind uterus, soft and Abdominal section, Apr. 18, 1901. discharged No microscopical examination of 


elastic, depressing vaginal vault, 
and bulging into rectum. Upper 


Hzmatocele round the fimbri- 
ated end of the right Fallopian 


May 15, 
1901 


boundary ill-defined. Uterus in tube, which was dilated in its (35 days) 


normal position, mobility im- 
paired 


outer portion. 
soft and dark 


The clot was 


the tube was made, and there is 
no definite evidence of tubal 
gestation, either clinical or 
pathological, but the hemato- 
cele was doubtless due to an 
early tubal abortion 


Jterus to left of middle line. On Abdominal section, May 10, 1901. discharged No embryo or amniotic cavity 


the right side a firm elastic 
swelling about the size of a 
cricket ball, extending into 
Douglas’s pouch, and pressing 
against the upper part of the 
posterior vaginal wall 


Uterus bulky. What was thought 
to be the right ovary was easily 
felt, and from it a thin band 
passing to the right cornu of the 
uterus, The uterus was ex- 
plored under anesthesia, and a 
thick uterine cast removed. 
Microscopical examination show- 
ed this to be decidua. Five 
days later (May 23) patient had 
4 sudden attack of syncope, 
coupled with severe abdominal 
pain. Pulse 136 per minute 


Uterus in front. Behind and to 
right rounded elastic swelling, 
the size of a tennis ball, con- 
tinuous with another smaller, 
arder mass felt in Douglas’s 
pouch 


Right Fallopian tube with di- 
lated ampulla, and open fimbri- 
ated end, surrounded by encysted 
blood clot, in which a mole was 
found, about the size of a large 
walnut 


June I, 
1901 


was seen, and no microscopical 
examination made. Proof that 
the hematocele was due to tubal 
gestation is provided by the 
clinical examination 


Abdominal section, May 23, 1901. discharged The left uterine appendages had 


Abdomen full of fresh blood 
and blood clot. Right Fallopian 
tube had ruptured, the rent 
being obviously recent. Foetus, 
about 4 centimetres in length, 
discovered in the blood clot 


June 15, 
1901 
(31 days) 


been removed in 1897 for sal- 
pingitis. The right Fallopian 
tube showed now a dilatation of 
the ampulla, with thin wall, and 
rent measuring about an inch, 
but elsewhere the wall was 
thickened and hard. The fim- 
briated end was patent 


Abdominal section, May 25, 1901. discharged What seemed to be an amniotic 


Some dark clotted blood escaped 
during the separation of adhe- 
sions. The outer portion of the 
right Fallopian tube was dilated 
and contained a small mass of 
dark blood clot. The fimbriated 
end of the tube opened into a 
small hematocele, the wall of 
which was very ragged after re- 
moval 


June 15, 
1 


(24 days) 


cavity was seen in the small 
mass of blood clot present in the 
Fallopian tube. No microscopi- 
cal examination 


529 
Inst 
ition. 
i 
Occur. 
LYS befor’ 
due 
k of pair 
hen perio! 
of pain 
only 
what iy 
as a Nor 
l 
s after last 
(31 days) 
loss begat 
ime of 
riod 


530 Journal of Obstetrics and Gynecology 


. _ Civil Pregnancies. Symptoms of present Illness. Relation to last 
.G. Junel, 30 married Pregnancy 3: chil- Hemorrhage first symptom, lasted Five weeks after Jag 
, of three weeks, then ceased for a menstruation 
last confinement week, and then recurred and 
not recorded lasted till admission. The 
second onset of hemorrhage was 
associated with sudden and 
severe abdominal pain, and in- 
tense pallor. A second attack 
of pain followed a week later. 
No vomiting at this time, but 
shortly before admission further 
severe pain and vomiting 


M. F. June20, 35 married Pregnancy 7: chil- Sudden pain of a very acute char- The last menstrual 
1901 dren 6; miscar- acter after coitus on the night of period was as recent 
riages 1; a year June 6th, followed by hemor- as May 20 
ago rhagic discharge, which con- 
tinued till admission, becoming 
darker in colour after the first 
few days. On June 10th had 
several very severe attacks of 
pain, with loss of consciousness 
and repeated vomiting. Another 
severe attack occurred shortly 
before admission 


32 E.M. July 29, 28 married Pregnancy 6: chil- Sudden attack on the 2nd of First attack of pain 
1901 dren 4; miscar- June. Severe abdominal pain, occurred a few days 
riages 2. Last with loss of consciousness, and before a period was 
child 2yearsago vomiting. Slight shivering at- due 
tack. Several attacks of pain in 
abdomen followed, and on one 
occasion loss of consciousness. 
Severe pain in the rectum and 
on micturition. A period was 
due on June 6th, but there was 
no vaginal loss till the 20th. 
Loss then continued for a fort- 
night. It recurred on July 18th 
and lasted for a week 


33 E. B. Aug. 11, 26 married Pregnancy 1: chil- Slight vaginal hemorrhage began ‘Iwo months after last 
1901 dren 1. five years on July 16th, and lasted till ad- normal menstru. 
ago mission; dark red in colour, no tion 

clots, and no membrane. Severe 

attack of pain in abdomen three 

days after loss began, with 

faintness, but no vomiting. 

Constant aching pain since, but 
no recurring severe attacks 


J.M. Aug. 28, 36 married Pregnancy 1: chil- Violent and sudden pain the first What was said to 
1901 drenl. Twoyears symptom. No vomiting. Re- have been a norma 
ago currence six days later with ex- period occurred only 
cessive pallor, and difficulty with 8 days before firt 
micturition and defecation. No attack of pain. 
vaginal discharge. Further at- 
tacks of pain occurred until ad- 
mission. Temperature then 101° 


Sept. 1 to 8 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. Condition found at Operation. Result. Remarks. 


erus bulky, in front and to Abdominal section, June 27, 1901. discharged The foetus was 4 inches long. 
left, Mass behind and insepar- No free blood in peritoneal July 20, There was no rupture of the 
able from uterus, extending ac- cavity. Left tube filled with 1991 tube, and the case is a remark- 
ross the pelvis, and encroaching blood clot, and foetus protruding (49 days) able example of a late tubal 
on the vagina, reaching 4 inches from fimbriated end, but head abortion (incomplete). The case 
above pubes in middle line retained. The hematocele was was watched for nearly a month 
about the size of a foetal head at before operation, but no diminu- 
term tion of the swelling took place. 
Had it been suspected that the 
foetus was as advanced as it 
proved, the operation would not 
have been delayed. For report 
and discussion see 7'rans. of Obst. 
Soc. of London, vol. xliii., p- 
211. Letter August 1906: “In 

good health ” 


Body of uterus pushed forwards Abdominal section, June 27, 1901. discharged The left Fallopian tube had rup- 

by an elastic swelling the size of Small quantity of blood free in July 20, tured in two places, a rent of 

two fists, which could be felt the peritoneal cavity, but most 1901 half-an-inch close to the fimbri- 

reaching 4 inches above the contained in definite hematocele, (30days) ated end, and another smaller 

symphysis pubis, and extending formed by the rupture of the _ Tupture nearer to the uterus. 

into the left iliac fossa left Fallopian tube No foetus or mole was found in 
the blood clot, and there was 
no microscopical examination. 
Proof of gestation is therefore 
incomplete 


discharged The first three days in hospital 
Aug. 21, the. temperature reached 100°, 
1901 and there was considerable pain 
(23 days) in the abdomen. After this the 
posterior condition rapidly improved. On 
vaginal roof, and reaching 3 examination a fortnight later 
inches above the pubes in the the swelling behind the uterus 
iddle line was found to have diminished 
to half the size on admission, 
and there was some mobility of 
uterus 


he whole of the posterior part Abdominal section, Aug. 17, 1901. discharged No foetus was seen, but what was 
of the pelvis was occupied by a A large quantity of dark blood Sept. 11, taken to be a large mole was 
: 1901 found in the blood clot. The 
(31 days) ampulla of the tube was greatly 
definite tough outer wall. dilated, and there was an exten- 
hematocele was seen to be due sive rupture 2 inches in length. 
he size of a cocoa-nut, and was to an extensive rupture of the The dilatation did not reach to 
adherent to the back of the left Fallopian tube, which was the fimbriated end, and the outer 
uterus, which was only capable removed, together with the left part of the tube, as well as the 
of very slight movement ovary uterine end, was _ practically 
normal. No microscopic ex- 

amination was made 


as enlarged (3} Abdominal section, Sept. 12, 1901. discharged This was doubtless a case of 
fixed. The left A large hematocele was found, Oct. 9, early tubal abortion, but the 
i containing about 2 pints of dark 1901 evidence is incomplete. No 
clot and fluid blood. The left (42 days) fetus was seen, or amniotic 
Fallopian tube was slightly di- cavity, nor was there any mi- 
lated, and the fimbrie were croscopical examination for 
spread out over blood clot which chorionic villi 
was attached to the tube 


531 

er last 
nstrual 
of pain | 
fter last 

id to uterus 
inches), and 
red only Posterior forn 
first firm mass; 
ain. and 
ed after Nght, there 

from MSomewhat ela 
Mass reache 

umbilicus 


532 


Date 
of Age. Civil 
Admission Condition 


35 E.S. Sept.7, 29 married 
1901 


No, Name. 


36 A. K. Sept.11, 33 married 
1901 


37 +E. S. Nov. 30, 27 
1901 


38 L.R. Dec.13, 28 married P: 
1901 


Journal of Obstetrics and Gynecology 


Pregnancies. 


chil- Severe abdominal pain, 


dren 3. 
7 years ago 


Pregnancy 4; chil- Onset with sudden and severe Onset occurred only 

dren3; miscar- pain, causing loss of conscious- 10 days after wha 

Last ness, and followed by continuous patient called , 

pregnancy 7 years vomiting. Vaginal hemorrhage normal period 
8 


riages 1. 


ago 


dren 4. 
2 years ago 


ago 


dren 3. 
3 years ago 


regnancy 1: chil- Vaginal 
dren 1. Five years symptom, followed three days last period 


Symptoms of. present illness. 


ing. This occurred the day be- 
fore admission. Morphia was 
given hypodermically, but the 
next morning the pain was even 
more severe, and the abdomen 
distended and tender. No men- 
tion of vaginal discharge 


occured at the same time. No 
clots or membrane seen. Several 
recurrent attacks of pain before 
admission. There was a history 
of irregular hemorrhages from 
the vagina for some years, but 
the patient’s statements were 
unreliable and inconsistent 


sion. No vomiting at first, but 
later both vomiting and faint- 
ness. Pain began at what was 
thought to be a normal period, 
but hemorrhage was excessive, 
lasted a fortnight, and then 
after three days’ interval recom- 
menced and continued till ad- 
mission. Temperature on ad- 
mission 100°—reached 102° two 
days later 


hemorrhage 


later by severe pain, with loss 
of consciousness, but no vomit- 
ing. Hemorrhage continued till 
admission; no clots or anything 
formed was passed. Some sick- 
ness and diarrhea shortly before 
admission. Temperature just 
above 100°. 


later abdominal pain, slight at 
first, but more severe later, with 
vomiting, but no _ faintness. 
Slight shivering followed, and 
the doctor called in told her 
she was feverish. Vaginal 
hemorrhage had ceased before 
admission, but returned in 
hospital 


followed Six weeks after men. 
tchild by extreme pallor, and vomit- i 


Relation to last 
Menstruation 


struation 


Aug. 1 


married Pregnancy 4; chil- Severe but not sudden abdominal First symptoms said 
uast child pain eight weeks before admis- 


to have occurred at 
time of normal men- 
struation 


39 E.C. Mar. 26, 27 married chil- First symptom vaginal hemor- Seven weeks altel 
1902 ast child rhage, with some clots. A week normal period 
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Physical signs. 


Bell. 


Condition found at Operation. 


Result. 


Tubal Gestation at St. Thomas's 


Remarks, 


shdomen very tender and moving Abdominal section, Sept. 7, 1901. discharged Recovery was rapid and unevent- 


very slightly respiration. 
Duiness to percussion in lower 
part, especially on the right side, 
where there was increased re- 

No note of vaginal 


A large quantity (between 2 and 
3 pints) of dark fluid blood free 
in peritoneal cavity. The right 
Fallopian tube was ruptured on 
its posterior surface, the rupture 
being nearer the uterine than 
the fimbriated end of the tube 


Sept. 28, 
1901 
(21 days) 


ful. The rent in the tube wall 
was rather more than an inch in 
length. A small mole was found 
in situ after removal, and on 
section an amniotic cavity con- 
taining a small shrivelled 
embryo. Seen June, 1905. In 
good health 


In the left quarter of the pelvis Abdominal section, Sept. 19, 1901. discharged The blood clot contained in the 


was an elastic mass reaching 35 
inches above the pubes. The 
body of the uterus was behind 
the mass, and Douglas’s pouch 
was free 


terus in front and to right, 
fixed. Large swelling extending 
across whole posterior part of 
pelvis, depressing the vaginal 
vault, and distending Douglas’s 
pouch. Tumour elastic, tender, 
and well-defined, reaching to 
within 2 inches of umbilicus 


atient was looking very ill, 
anemic, hurried respiration, 
pulse 120 per minute. Abdomen 
full and tender. The uterus 
was pushed over to the left by 
a large mass, which depressed 
the vaginal fornix on the right 
side, and reached very nearly to 
the umbilicus. The mass was 
There was dulness on 
percussion in both flanks 


‘terus retroverted, slightly en- 
larged ; sound 23 inches; pushed 
over to right by swelling on the 


left side equal in size to an 
orange, which filled the pos- 
terior fossa of the pelvis, and 
depressed the vaginal roof 


A small hematocele closely con- 
nected with the left Fallopian 
tube, which was dilated and 
contained a mole 


Oct. 15, 
1901 
(34 days) 


left Fallopian tube was closely 
adherent to the tube wall, and 
was firm. No trace of embryo 
or amniotic cavity was seen on 
section, and there was no micro- 
scopic examination. _ Letter, 
Sept. 1906 : “I am glad to say I 
have been wonderfully well since 
I left the hospital, until the last 
few months I have suffered a lot 
< pain with my back and left 
side” 


Abdominal section, Dec. 4, 1901. discharged On section of the clot lying in the 


A little free, dark fluid blood, 
in peritoneal cavity. Hematocele 
containing dark, soft blood clot. 
Left Fallopian tube dilated; 
mass of dark clot protruding 
from and adherent to outer end. 
The right Fallopian tube was 
cedematcus, but was not re- 
moved 


Abdominal section, Dec. 18, 1901. 
Considerable quantity of free 
blood in peritoneal cavity, some- 
what offensive. Pelvis filled 
with clot in which was found a 
foetus free from its membranes. 
The right Fallopian tube was 
dilated and ruptured 


No operation 


Jan. 10, 
1902 
(41 days) 


discharged 
Feb. 7, 
1902 
(56 days) 


discharged 
April 26, 
1902 
(31 days) 


left Fallopian tube a _ small 
amniotic cavity and minute 
foetus were disclosed. Conval- 
escence was delayed by the for- 
mation of an intra-peritoneal 
pelvic abscess, which was 
opened and drained per vaginam. 
This was on Dec. 22nd. From 
that date progress was rapid, 
and the patient left the hospital 
very well 


The foetus was 3 inches long, 
and was attached to the placenta 
(which was in the process of 
differentiation) by a cord 4 inches 
long. The ampullary end of the 
tube was dilated into a cavity 
1s by 14 inch, was 
ruptured. Drainage was em- 
ployed in this case, and con- 
tinued for 14 days. Conval- 
escence was therefore somewhat 
prolonged, but patient left the 
hospital in very good health 


The swelling on the left side of 
the pelvis diminished in size, 
while patient was in hospital, 
and on April 28rd there was in 
the left posterior fossa only “a 
hard, fixed, elongated swelling, 
the size of a forefinger.” The 
diagnosis is of course doubtful, 
but the case was regarded as 
probably tubal gestation, with 
small pelvic hematocele 
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Symptoms of present illness. 


birth of last 


current attacks of pain, and con- 
tinuous vaginal loss continued 
till admission. No faintness. 
Some clots passed but no definite 
membrane 


41 F.M. May 24, 32 married Pregnancy 3: chil- Severe pain, mainly in the back, 
1902 dren 2; miscar- and vaginal hemorrhage occur- 
riages 1. Last red together, one week after 
pregnancy 4 years normal period. Recurrent at- 
ago 


tacks of pain, becoming more 
severe, and almost continuous 
hemorrhage, till admission. 
Faintness, but no loss of con- 
sciousness. No vomiting. On 
one occasion “a shreddy piece of 
flesh was passed.” ? Decidua 


?Decidua. The hemorrhage 


sickness. A week later there 
was sudden violent pain in the 
lower abdomen with vaginal 
hemorrhage. The loss was con- 
siderable and contained “ fleshy 
pieces.” Irregular bleeding con- 
tinued till admission 


with faintness. There had been 
slight vaginal hemorrhage be- 
fore. This now increased, and 
a small “substance” was passed. 
? Decidua. No vomiting. Some 
pyrexia. Recurrent attacks of 
pain up to admission, but none 
so severe as at onset 


Relation to last 
Menstruation 


One week after last 
normal period 


S.Z. June6, 40 married Pregnancy 7: chil- Sudden and severe abdominal Nearly 8 weeks after 

1902 dren 6; miscar- pain with sickness. A week 
Last later slight hoemorrhage and the 
child 18 months passage of two “pieces.” 


last: menstruation 


E. G. July 28, 34 married No previous preg- Illness began with fainting fits and Nearly 8 weeks after 
1902 i 


last menstruation 


44 M.B. Aug.15, 35 married eee | : chil- Onset of illness two months before Last normal period at 
1902 stchild admission, i.e., on June 12th. end of April, about 
Very severe abdominal pain, 7 weeks before ons! 


of illness 
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Date 
40 K.'V. May 7, 33 married chil- After child, Normal menstruatig, 
1902 dren 5. t child amenorrhoea for 95 months, then had not been esta), 
+ 13 months ago bleeding commenced, and lasted lished after the lag 
a continuously for a month. No confinement whey 
a pain and no clots. At the end the first symptom 
a of the month she had severe (hemorrhage) 0t- 
a pain, and began to pass clots. curred 
oS There were also vomiting and 
difficulty in micturition. Re- 
7 
42 
tee ceased, but the pain recurred, 
with sweating and pallor. 
Slight pyrexia 
43 The 
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Physical signs. 


i all swelling extending from 
we: operate to the side wall of the 
e last fe pelvis, firmer in front, more 
shen elastic behind ; tender on ex- 


amination. Douglas’s pouch was 
free 


r las : 
r ™ the right. The posterior fornix 
was bulged by an elastic swell- 
ing, the upper part of which 
could be felt per abdomen ex- 
tending about 2 inches above the 


pubes 


A swelling about the size of two 
fists behind and to the right of 
the uterus, which was pushed 
forwards, and was of normal 
length 


s after 
ition 


after 
ation 


by a hard swelling, which had a 
certain amount of mobility with 
the uterus. The latter was hard 
to define, but the sound passed 
upwards, backwards, and a little 
to the right for a distance of 
3 inches. The vaginal roof on 
the left side was slightly de- 
pressed by a rounded nodule 


continuous with the abdominal 
swelling 


A hard mass in lower abdomen, 
extending on the left side nearly 
to umbilicus. Uterus in front 
and to the left. The posterior 
vaginal wall was bulged down 
y an elastic swelling, continuous 
with the mass felt per abdomen 


Bell: Tubal Gestation at St. Thomas's 


Condition found at Operation. 


Abdominal section, May 15, 1902. discharged — in the tube was seen a 


No free blood or blood clot in 
the peritoneal cavity. Left 
Fallopian tube enlarged, and at- 
tached to its posterior wall a 
small hematocele, not much 
larger than a walnut, conical in 
shape and enclosed in a firm 
yellow capsule 


Omentum formed the roof of a 
hematocele, partly fluid, and 
partly recent clot. The fimbri- 
ated end of the left Fallopian 
tube was widely dilated, and 
through it foetal membranes and 
blood clot were being extruded 


Abdominal section, 
Hematocele containing 19 0z. of 
partly fluid, partly clotted 
blood. The right Fallopian tube 
was distended with blood clot, 
which protruded through a 
rupture on its posterior wall 


Large pelvic hematocele, con- 
taining about a pint of dark, 
partially clotted blood. In the 
uterus were several small sub- 
eritoneal fibroids, which were 
left untouched. The hemato- 
cele was due to rupture of the 
left Fallopian tube 


Result, 


June 7, 


1902 
(31 days) 


Uterus pushed forwards and to Abdominal section, May 24, 1902. discharged An example of “incomplete” tubal 


June 14, 
1902 
(21 days) 


June 9, 1902. — The s 


uly 23, 
1902 
(47 days) 


Aug. 27, 
(30 days) 


Remarks, 


sma transparent sac, sur- 
rounded by chorionic villi. No 
foetus was made out. There waz 
a distinct oval rupture in the 
posterior wall of the tube, to the 
margins of which the blood clot 
was adherent. The specimen 
was shown at the Obstetrical 
Society of London, under the 
heading “ Paratubal” Hzmato- 
cele. See 7'ransactions, vol. xliv., 
pp. 332—324 


abortion. There was no sign of 
rupture of the tube. Chorion, 
amnion, and umbilical cord 
were all distinct, but the foetus 
was not seen. Recovery was 
rapid and uneventful, and as 
will be seen, the patient’s stay 
in hospital was only three weeks. 
Letter, Oct., 1906 : “Six months 
ago gave birth toason. Excep- 
tionally well” 


imen was unfortunately 
lost before a complete examina- 
tion had taken place, but the 
diagnosis in this case cannot be 
in question. Convalescence was 
considerably delayed, by exuda- 
tion in the pelvis and pyrexia. 
Before leaving the hospital there 
was only a slight sense of re- 
sistance on the left side, the 
uterus being freely movable 


The hypogastrium was occupied Abdominal section, July 31, 1902. discharged The left Fallopian tube had 


ruptured about an inch from the 
fimbriated end, which was 
patent. The foetus was 13 in. 
from pole to pole, and was soft 
and decomposing. In this case 
drainage was employed. Re- 
covery excellent 


Posterior colpotomy, Aug. 19, discharged This was an example of delay in 


1902. Sixteen ounces of blood 
were evacuated, and the cavity 
drained with rubber tube and 
gauze 


Aug. 30, 
1902 
(15 days) 


the absorption of a hematocele, 
doubtless formed two months 
before admission. Her doctor 
reported two months later (Nov. 
1902) : “ Patient made a perfect 
recovery; has put on flesh; ex- 
pects to be one of the chorus at 
the Hippodrome at Xmas.” 
Letter, Oct. 1906: “Excellent 
health since discharge ” 
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Date 
No. Name. Age. Civil Pregnancies. Symptoms of present illness. Relation to last 


Condition Menstruation 


! _J. Sept. 14, 27 married Pregnancy 4: chil- Sudden severe attack of ab- See previous col 

child dominal pain one week before 
1 year ago admission, with loss of con- 
sciousness. Vomiting followed. 
Patient was in bed several days, 
but was about on the day of ad- 
mission, when she woke up from 
sleep retching and feeling faint. 
The last child was weaned in 
May. A period followed at the 
end of the month. There was 
then no loss for six weeks. 
After the period in July there 
was again no loss for six weeks. 
Loss began on Aug. 81st, and 
appeared to be a normal period, 
but somewhat excessive. There 
was no pain till Sept. 7. Slight 

loss continued till admission 


of 
Admission 


Oct. 8, 26 married No previous preg- Sudden attack of abdominal pain, Five weeks after la 

1902 nancies with faintness, chilly feeling, normal period 
and retching, but no vomiting. 

This occurred a month before 

admission. Vaginal hemorrhage 

began on the evening of the 

same day, and lasted 11 days, 

the loss being free and contain- 

ing “pieces of flesh.” A fort- 

night later there was a second 

attack, exactly similar to the 

first, and further vaginal 

hemorrhage, which continued 

till admission 


47 E.B. Oct.31, 29 married Pregnancy 2; chil- Sudden onset on the morning of Seven weeks afte 
1902 dren 2. fae child admission, with some abdominal last normal period 

3 years ago pain and faintness, but no actual 

loss of consciousness. Slight 

pyrexia (100°2°). Great thirst. 

No vomiting. vaginal 
hemorrhage 


48 M.A.H. Jan. 14, 41 married Pregnancy 10: chil- Severe abdominal pain, sudden in First attack of pai 
1903 dren 9; miscar- onset, with faintness and retch- occurred before! 

riages 1. Last ing, and great pallor. This first period had bee 
child 4 years ago attack was two months before missed 

admission. The attacks of pain 

recurred at intervals of about a 

week, and were always severe, 

and_ associated with vomiting. 

In December, concurrently with 

one attack vaginal hemorrhage 

began, dark brown in colour, 

and continucus for a month. 

One or two small clots passed 


49 M.M. May5, 22 married Pregnancy 1: chil- Seized while at work with sharp Onset of pain on th 
1903 dren 1. 18 months pain in lower abdomen and back. day period was dit 
ago No faintness. No vomiting. but no vagint) 
Painful defwcation. Seven days hemorrhage for # 
later vaginal discharge, at first least a week 
yellow, then hemorrhagic. Has 
felt hot and feverish 


Posteric 
vagina 
an ela 
size of 


upper 
define. 
towar' 
norma 


Marke 
der. 
flanks 
made 


| empera 
Abdome 
to sb 
| definite 
46 M.B. 
i 
4 A har 
| 
and 


Physical signs. 


emperature on 
10142; pulse 120 per minute 
and feeble; marked anemia. 
Abdomen distended and tender, 
especially on left side. Dulness 
in both flanks, which appeared 
to shift slightly. Nothing 
definite made out on bimanual 
examination 


vaginal roof was depressed by 


upper border was not easy to 
define. The uterus was deflected 
towards the right, and was of 
normal size 


flanks. Nothing definite to be 
made out per vaginam 


a tangerine orange. Uterus in 


gg, felt to the left of the uterus 
and in Douglas’s pouch 


Condition found at Operation. 


Large quantity of fluid blood 
and soft blood clot free in the 
peritoneal cavity. The left 
Fallopian tube had ruptured, 
and a mole could be seen par- 
tially extruded through the rup- 
ture 


Large pelvic hematocele sur- 


an elastic swelling, about the rounding the left Fallopian 
size of a closed fist, though the tube, and adherent on all sides (28 days) 


to bowel 


Fully two 
liquid blood free in the peri- 


toneal cavity. Rupture of the 
left Fallopian tube, from which 


projected a six weeks’ embryo 


fimbriated end of the 


mainly to large bowel 


Ahard mass, the size of a duck’s No operation 


ints of 


Bell: Tubal Gestation at St. Thomas's 


Result. 


admission, Abdominal section, Sept. 15, 1902, discharged An amniotic cavity and umbilical 


ct. 8, 


1902 
(24 days) 


Posterior and left portion of the 4bdominal section, Oct. 11, 1902. discharged The ostium abdominale of the 


Nov. 5, 


1902 


Abdomen ten- Abdominal section, Nov. 1, 1902 discharged The fimbriated end of the tube 
Slight dulness in both (la.m.). 


Nov. 18, 


1902 
(18 days) 


1903 


May 29, 
1903 


(24 days) 


Remarks. 


cord were found, but no embryo. 
The patient made an excellent 
recovery, regaining colour 
rapidly 


tube was patent, and there was 
no sign of rupture. No mole or 
foetus was seen, but on micros- 
copic examination chorionic villi 
were found 


was closed. There was an ex- 
tensive rupture of the ampulla, 
more than an inch in length. 
The embryo was seen at the 
operation, and appeared about 
6 weeks old. It was lost during 
the manipulations. The patient 
made a very rapid and excellent 
recovery 


oft well-defined swelling to left Abdominal section, Jan. 22, 1903. discharged The tube contained a mole 1 inch 
of uterus, not much larger than Small hematocele round br Feb. 21, 
eft 
mid-line, and apparently normal Fallopian tube, with adhesions (38 days) 


from the uterine end, and separ- 
ated from the fimbriated end by 
a constriction. The blood clot 
was closely adherent to the wall 
of the tube, but proof of gesta- 
tion is incomplete, as no amniotic 
cavity was seen, nor were chorio- 
nic villi demonstrated on micros- 
copical examination. Letter, 
Oct. 1906: “Some pain in the 
left side, and nerves have never 
been quite the same. Otherwise 
I am very well” 


discharged On examination a fortnight after 


admission the lump was smaller. 
Pain had ceased, both in the 
abdomen and in the rectum. The 
diagnosis is very uncertain, but 
it was thought to be probab! 

an early tubal abortion, wit 

small pelvic hematocele 
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Date 
No. Name. of Age. Civil Pregnancies. 
Admission Condition 


nancies 


carriages 1. 
years ago 


2 years ago 


months ago 


55 E. P. Oct. 24, 24 married Pregnanc 
1903 d 


2 years ago 


N.T, June23, 24 married No previous preg- Vaginal 
1903 
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Symptoms of present illness. 


50 A.C. May25, 24 married 1: chil- Symptoms indefinite. Sharp 
1903 og 1. Five years stabbing pain in right lower ab- 


domen noticed for 3 months, 
much more lately and more 
frequent. Nausea, but no 
vomiting. No fainting. Fre- 
quency of micturition. Slight 
pyrexia. Amenorrhea for the 
two months preceding admission 


hemorrhage 
symptom, the loss continuing 
for a month with only slight 
and vague pain, with blanching, 
and a profuse sweat. No vomit- 
ing 


52 E.G. Aug.26, 29 married Pregnancy 1: mis- Five weeks before admission Five weeks atter|: 
1903 Two sudden severe attack of abdo- normal period 


minal pain, with vomiting. 

week later vaginal hemorrhage 
began, at first bright red, but 
subsequently darker. It lasted 
three weeks. A few days before 
admission there was another 
severe attack of abdominal pain 
with retention of urine, and 
tenesmus 


E. C. ns. 12, 35 married Pregnancy 5: chil- Slight vaginal hemorrhage began First symptom ve 
1903 dren 5. t child in June, a few days after a shortly after a n0 


normal period, and continued 
till admission. Early in July 
there was a sudden attack of 
abdominal pain, with nausea, 
but no vomiting. Some enlarge- 
ment of abdomen noticed for 3 
months. Frequency of micturi- 
tion 2 months 


54 J.C. Sept.28, 32 married pon 1: mis- Slight continuous vaginal hemor- 
1903 carriages 1. Seven rhage for two months before ad- 


mission. First attack of abdo- 


(married 12 years) minal pain on Sept. 17. Much 


more Pe attack, with vomit- 
ing, five days later. Some pain 
on defecation and micturition 
since 


2: chil- Vague pains in back and abdomen 
ren 2. t child for six weeks before admission. 


Four weeks later more severe 
attack of pain, and_ slight 
hemorrhagic vaginal discharge, 
which continued daily. A week 
later another attack of pain, 
with vomiting and considerable 
hemorrhage, but no pyrexia, 
occurred in the hospital on 
Nov. 3rd 


first Six weeks after |; 


Relation to last 
Menstruation 


normal period 


mal period 


Hemorrhage beg: 
on the day peri 
was expected 


Last normal peri 
occurred about 
weeks before adui 
sion 


size of 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. Condition found at Operation. Result. Remarks 


fim, very tender swelling be- Abdominal section, May 16, 1903. discharged Patient was admitted first on the 
bind and to the right of uterus, No free blood in peritoneal June6, medical side, and while in 
se of small orange cavity. Hzmatocele surround- 1903 hospital had frequent attacks of 
ing the right Fallopian tube, (24days) pain, accompanied by a very 
which was ruptured dark vaginal discharge. She 
was transferred to Adelaide for 
operation on May 15. Gestation 
sac was situated in the ampulla 
of the tube, with large amniotic 
cavity, containing a foetus of 
about two months. The rupture 
was extensive (diam. 14 inches), 
but the ostium abdominale was 
widely open 


Uterus in front, in middle line, No operation discharged The mass began to decrease in 
normal size. A firm, rounded July 29, size very shortly after admis- 
swelling occupied the posterior 1903 sion, and there were no further 
part of the pelvis, and the upper (36 days) attacks of pain. Letter, Oct. 
limit of it reached a point half 1906 : “Not confined to bed, but 
way between pubes and umbilicus health not very good” 


large elastic swelling filling the Posterior colpotomy, Aug. 28, discharged —— 
whole of the pelvis and extend- 1903. About two pints of dark Sept. 16, 

ing in the abdomen to within an brownish-red blood and clots 1903 

inch of the umbilicus. Cervix evacuated. Drainage (21 days) 

pushed high up, the lower part 

of the swelling bulging the pos- 

terior vaginal wall 


A rounded tumour rising from Abdominal section, Sept. 17, 1903. discharged The wall of the Fallopian tube 
the pelvis in the mid line, and Large hematocele sac with rough Oct.14, expanded on to the sac wall, 
teaching to within half-an-inch outer surface adherent to 1903 from which it could not be 
of umbilicus. Hard for the omentum, bowel and uterus. (32days) separated. In the sac was a 
most part, but with softer pro- Connected with the ruptured mass of firm, yellowish-red blood 
jection on right side. Closely left Fallopian tube clot, and at the pole furthest 
incorporated with uterus, any from the pedicle a foetus, which 
movement of mass being trans- measured 5 inches when ex- 
mitted to cervix. Sound normal tended, lying in a_ smooth- 
distance walled amniotic cavity. The 
specimen is preserved in the 
museum at St.  Thomas’s 
Hospital. 


Uterus pushed over to right. Posterior colpotomy, Oct. 16, discharged The case was watched for rather 

Posterior and left side of pelvis 1903. Considerable quantity of Nov.7, more than a fortnight, but there 

occupied by fixed mass size of blood and laminated blood clot was no diminution in the size of 

closed fist, with some elasticity evacuated. Drainage ( the mass. Letter, Oct. 1906: 
“Tn good health” 


Uterus in front. Smooth, round- Abdominal section, Nov. 5, 1903. discharged The ampulla of the tube was 
ed, cystic swelling in posterior Hematocele surrounding the Nov. 28, | slightly dilated, and the fimbri- 
part of pelvis and Douglas’s right Fallopian tube 1903 ated end open. No trace of 


pouch (35 days) the ovum was discovered, nor 


could any site of attachment to 
the tube be seen. There was no 
microscopical examination 
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E. B. Nov. 21, 35 
1903 


E. M. Dec. 23 26 
1903 


E.T. Jan. 9, 28 
1904 


59 F.G. Feb. 3, 25 married Pregnanc 
1904 


60 K.H. Feb. 12, 26 
1904 


61 S.S. Feb. 14, 32 married 
1904 


Journal of Obstetrics and Gynecology 


Symptoms of present illness 


married Pregnancy 8: chil- Attacks of abdominal pain, severe Seven weeks ater 
ren 5; miscar- in character, but without faint- last normal period 


ness or vomiting. Continuous 
vaginal hemorrhage for 5 weeks, 
with the passage of two “pieces 
of flesh” 


married Pregnancy 1: chile Hemorrhage the first symptom, Six weeks after las 
d Three followed some days 


abdominal pain and vomiting. 
This occurred in October. In 
bed one week. After getting 
about again another severe at- 
tack of pain, and some difficulty 
with micturition 


married Pregnancy 3: chil- Continuous hemorrhage for seven Seven weeks _aiter 
tchild weeks before admission, with last normal period 


the passage of what seems to 
have been a decidual cast. First 
attack of abdominal pain a fort- 
night before admission, very 
severe, with faintness and 
vomiting. Frequent attacks 
since, one very severe the day 
before admission. Some pyrexia 
(highest recorded point 102°2°) 


6: chil- Six weeks before admission severe First attack of pain 
tchild attack of pain in abdomen, with about a fortnight 
vomiting. Vaginal hemorrhage aftera normal perio 


commenced the same day and 
continued till admission. No 
record of clots or membrane. 
Frequent attacks of pain since 
onset, with occasional vomiting 


Periods regular till six months 
ago, then two months missed. 
This followed by irregular 
hemorrhages, the last a fort- 
night before admission. Severe 
abdominal pain noted only 6 
days before admission, with 
vomiting and diarrhoea. A very 
severe attack, with weak and 
rapid pulse, occurred in the 
hospital 


No previous preg- Sudden attack of severe abdo- 


minal pain on Xmas day, 1903, 
was sick and fainted. Pain 
chiefly on left side. Vaginal 
hemorrhage began the same 
day and has continued ever 
since. There has been frequent 
recurrence of the attacks of ab- 
dominal ain, varying in 
severity, with difficulty in mic- 
turition, and occasional vomit- 
ing 


later by normal period 


See previous column 


First attack of 
occurred shortly 
after a normal periol 
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Bell: Tubal Gestation at St. Thomas's 


ast Physical signs. Condition found at Operation. Result. Remarks. 
on 
the front by a Posterior colpotomy, Nov. 25, discharged Letter, Oct. 1906: “Fairly good 
1903. Large quantity of blood Dec. 12, health 
ing the left posterior part of the evacuated. Drainage 1903 
(21 days) 
at Mer and No operation discharged Pain and discharge ceased while 
— the Jan. 23, patient was in hospital. The 
terior part of the pelvis and 1904 elastic portion of the swelling 
eeading upwards into the (31 days) disappeared, and the firmer part 
richt iliac fossa. The portion ame distinctly — 
of the swelling in the right Letter, Oct. 1906 : No further 
iliac fossa was hard, that in the effects since 
pelvis was elastic 
. Posterior colpotomy, followed by discharged There was some anxiety for three 
ad = abdominal section, Jan. 13, 1904. Feb. 6, or four days following the 
| Douglas’s pouch, and extending The hamatocele was first opened _1904 operation, but recovery after 
farther on the right than on the from below, but owing to (28days) this was rapid. The ampulla of 
left Upper limit not well de- hemorrhage, which could not be the right Fallopian tube con- 
én 4 Ppe controlled, the abdomen had to tained a mole, in which was seen 
' be opened, and the right uterine the amniotic cavity, but no 
appendages removed. The liga- foetus. The fimbriated end of 
ture on the broad ligament the tube was widely open, com- 
checked the hemorrhage, which municating with the hematocele 
was due to a tear of the tube 
wall. Patient was infused on 
the table 
of pain Abdominal section, Feb. 6, 1904. discharged The ampulla of the tube was 
ortnight ans an Hematocele surrounding the Mar. 2, occupied by a mole, in which an 
11 period lobular swelling extending out- left Fallopian tube 1904 amniotic cavity was seen. The 
aaa wt from uterus and filling (28 days) fimbriated end of the tube was 
the posterior quarter of the open, but rupture had occurred 
pelvis, the size of an orange, 
and mobile. Douglas’s pouch 
was empty 
column [i Mar very rapid pulse, Abdominal section, Feb. 12, 1904. discharged The tube was so destroyed that 
oo. ae pi ‘aie Peritoneal cavity full of blood. Mar. 16, the ampulla and fimbriated end 
Increased resistance in left Left Fallopian tube very ex- 1904 — were unrecognizable. The mole 
lower quadrant; movable dul- tensively ruptured. Saline in- (33 days) was a large one. Chorionic villi 
ness in flanks fusion on the table and amniotic cavity were dis- 
tinct, but the foetus was lost. 
There was considerable pyrexia 
with rapid pulse for a fortnight 
following the operation, but 
afterwards rapid convalescence 
of pait M0n the left side was an elastic Abdominal section, Feb. 19, 1904. discharged The rupture was extensive and 
shortly swelling extending outwards Omentum and bowel formed the Mar. 14, the ampullary portion of the 
al perio HM from the uterus and somewhat roof of a hematocele, which was 1904 tube very ragged. No fcetus or 
fixed. There was also a swell- due to the rupture of the left (29days) mole was discovered in the clot. 


ing the size of a lemon behind 
the uterus, pressing it down- 
wards and forwards 


Fallopian tube 


Letter, Oct. 1906: “Slight sup- 
puration in wound ten months 
after operation. Stitch removed. 
Otherwise very good health” 
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Date 
of Age. Civil Pregnancies. Symptoms of present illness. Rel 
Admission Condition — 


62 H.S. Feb. 25, 28 married Pregnancy 2: chil- Vaginal hemorrhage the first Hemorrhage bens 
1905 ren 2. Date of symptom, followed a fortnight when a period wa 
last confinement later by severe abdominal pain 3 days overdue 
not noted and sickness. First attack of 
pain on Feb. Ist, more or less 
continuous till admission. Ir- 
regular vaginal lcsses_ since 
Jan. 15th. On Feb. 23rd, passed 
a small hard “lump,” dark red 
in colour. ?Decidua. No his- 
tory of fainting 


63 E.P. Mar. 9, 28 married Pregnancy 1: chil- Very sudden severe attack of ab- Rather more than 
1904 ren 1. Three dominal pain with faintness. weeks after last 
years ago No vomiting. A week later normal period 
vaginal hemorrhage began, and 
continued till admission, the 
discharge being very dark in 
colour. A cast of the uterus 
was passed in hospital. Since 
first attack pain has been more 
or less continuous, and both 
micturition and defecation have 
been painful 


64 M.F. Mar. 10, 39 single Pregnancy 1: chil- Vaginal hemorrhage for more Not stated 
1904 dren 1, Six years than 3 weeks, and then on the 
ago day of admission sudden acute 
abdominal pain, with vomiting 


No. Name. 


65 L.D. Mar. 29, 31 married Pregnancy 12: chil- Vaginal hemorrhage, followed Six weeks after last 
1904 dren 5; miscar- the next day by a sudden very normal period 
riages 7. Last severe attack of pain in the 
pregnancy 5 years lower abdomen, on the right 
ago side. Very faint. No vomiting. 
Intermitting attacks of pain and 
continuous red discharge till 
admission. On one occasion 
“a fleshy-like substance” was 
passed 


66 R.E.P. Apr. 6, 28 married Pregnancy 1: chil- Continuous abdominal pain of a Two months afterlat 


904 dren1.Sixmonths gnawing character, and occa- normal period 
ago sional vomiting, lasting  al- 


together 5 or 6 weeks, preceded 
an acute and violent attack of 
pain on March 19th, with loss 
of consciousness and sweating, 
and_ followed by constant 
vomiting for three days. 
Vaginal discharge began the 
same day, and five days later 
she passed two “clots,” greyish- 
red, and of a granular appear- 
ance, evidently | membrane. 
Slight pyrexia. Great difficulty 
in micturition 
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Bell: Tubal Gestation at St. Thomas's 543 
last Physical signs. Condition found at Operation. Result. Remarks 
ion 
began Uterus slightly enlarged; sound Posterior colpotomy, Mar. 15, discharged The tube removed contained an 
iod wal 3 inches. On the left side was 1904. After a small amount of pril6, ovum the size of a small hen’s 
ue 4 tense, rounded swelling, the blood clot had been evacuated, 1904 egg, the embryo being 3 of an 
size of a hen’s egg, in the pos- the left Fallopian tube was (41 days) inch in length. The fimbriated 
terior quarter of the pelvis drawn down into the vagina end was open. Letter, Oct. 
and removed 1906: “Fairly well” 
» than 4 ichtly enlarged. Situ- Abdominal section, Mar. 11, 1904. discharged In the ampullary portion of the 
er last — eet per and post- Small quantity of blood clot in April 5, left Fallopian tube was a blood 
iod eriorly, was a tense swelling, abdominal cavity. The uterine 1904 clot, adherent to the wall. The 
shout ‘the size of 8 tangerine appendages on the left side, and (27 days) fimbriated end of the tube was 
orange the right Fallopian tube were closed. On microscopic examina- 
removed tion chorionic villi were found. 
The right Fallopian tube con- 
tained a few drachms of dark 
fluid blood. Letter, Oct. 1906: 
“Much better in health since my 
operation ” 
epee Abdominal section, Mar. 10, 1904 discharged The fimbriated extremity of the 
(shortly after admission). Large April 6, tube was widely open. There 
quantity of old and recent blood 1904 was a rupture close to the 
clot in peritoneal cavity. The (27 days) ostium, but this may have been 
right uterine appendages were accidental, i.e., produced at the 
removed operation. Neither foetus nor 
mole was seen 
{ter last Marked anemia. Pulse 128, poor Abdominal section, Mar. 29, 1904. discharged The right Fallopian tube con- 
iod volume and tension. Abdomen Considerable quantity of blood May 11, tained a mole, situated in the 
extremely tender, tense and re- free in the peritoneal cavity. 1904 ampulla. A small amniotic 
sistant. Resonance impaired in Also a pelvic hematocele, con- (43 days) cavity was present. The fim- 
the flanks nected with the right Fallopian briated end of the tube was open. 
tube, the recent hemorrhage Pyrexia followed the operation, 
being due to leakage from the and on April 15th a large abscess 
hematocele. Patient was in- was reached by opening up the 
fused on the table, and again in lower part of the abdominal 
the evening wound. Rapid improvement 
followed. The patient was dis- 
charged with a small sinus 
safterlati® Large tender mass felt in the Abdominal section, Apr. 14, 1904. discharged The tube had, in this case, been 
iod lower abdomen, reaching 44 ins. A considerable quantity of May21, so extensively ruptured that 
above the symphysis pubis, and black, treacly blood was found 1904 — only a small portion (} inch in 
preg outwards into the encysted by adhesions in the (45 days) length) was distinctly recogniz- 
tight iliac fossa. 


Bimanually 
the swelling appeared to be ad- 
herent to the uterus, which 


right side of the pelvis, and in 
the right iliac fossa. A firmer 
mass proved to be chorion and 


able. The fcetus measured, 
when extended 34 inches. Sup- 
puration of the abdominal 


could be felt through the an- 
terior fornix. 
slightly mobile 


It was firm and 


amnion, with adherent blood 
clot. The foetus had escaped 
from the amniotic cavity, but 
was found subsequently. The 
hemorrhage was due to rupture 
of the right Fallopian tube 


wound delayed convalescence. 
Re-admission, July 1906, with 
gestation in the left Fallopian 
tube. Operation. Recovery. 
Letter, Oct. 1906 : “Now feeling 
very well, but still rather weak” 
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Da 
No. Name. of 
Admission 


Civil 


67 L. W. Apr. 20, 27 married 
1904 


68 E.M.H. May 26, 38 married 
1904 


69 M.A.S.June15, 32 married 
1904 


70 E,M, July 12, 27 married 
1904 


71 C.M. Sept.3, 27 married 
1994 


Age. 
Condition 


Journal of Obstetrics and Gynecology 


Pregnancies. 


Pregnancy 1: chil- Sudden onset with acute ab- Seven weeksafterlag 
ren 1, Six years dominal pain three weeks before normal period 


ago 


Pregnancy 2: child- A week before admission patient Two months afterhay 
ren 1; miscarriage was siezed with sudden acute normal period 
1. Last pregnancy pain in lower abdomen, wit 


24 years ago 


dren 6. 
2 years ago 


No previous preg- First attack of abdominal pain Six weeks after lis 


nancies 


Pregnancy 1: chil- Sudden attack of violent pain in Five weeks after las 
our years the right 


dren 1. 
ago 


chil- Attacks of abdominal pain com- Acute symptoms {j 
stchild plained of for 18 months, but weeks ago) occurred 


Symptoms of present illness. Relation to last 


Menstruation 


admission. faintness or 
vomiting. Previous to the at- 
tack there had been morning 
sickness for three weeks. 
Vaginal hemorrhage came on a 
week later, slight at first, but 
later on more profuse, with a 
few dark clots. The pain con- 
tinued till two days before ad- 
mission 


faintness (actual loss of con- 
sciousness) and vomiting. Pain 
continued till admission. There 
was some vaginal hemorrhage, 
character not known 


h more severe attack than at the time whens 
usual five weeks, and another two period was due 
weeks before admission. With 

the attack five weeks ago vaginal 

hemorrhage started, and has 

been continuous since, no clots, 

or anything formed having been 

passed. No faintness. No 

vomiting 


five weeks before admission, fol- normal period 
lowed by frequent attacks since, 

varying in severity. Fainted on 

one occasion. Has never 

vomited. Vaginal hemorrhage 

began soon after first attack of 

pain, usually brownish-red, and 

small in quantity, but clots have 

been passed. Continuous till, 

and subsequent to, admission 


iliac region with period 
vomiting. Concurrently with 
the pain vaginal hemorrhage be- 
gan and lasted several days. 
This was as far back as the end 
of May. Has had a good deal 
of pain ever since. Since May 
has had fairly regular periods, 
but in June the loss was excess- 
ive and painful. Slight con- 
tinuous pyrexia 
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Bell: 


Physical signs. 


last 
‘ion 


. ‘+ and to the right was an ill- 


defined, soft swelling, slightly 
depressing the posterior fornix. 
It appeared to be about the size 
of a closed fist 


spirations 32 per minute. Ab- 
domen very white and dis- 
tended and exceedingly tender. 
The note below the umbilicus 
and in the flanks was quite dull 


Uterus pushed forwards. Behind No operation 


Tubal Gestation at 


Condition found at Operation. 


St. Thomas's 


Result. 


dischar, There was no 
ged hospital. This 


May 4, 


1904 
(14 days) 


Extremely blanched, and re- Abdominal section, May 26, 1904. discharged The ampullary 


Infusion before abdomen was June 22, 


opened. Peritoneal cavity full 


1904 


of dark blood, fluid and clotted, (27 days) 


due to rupture of the left 
Fallopian tu’ 


toms 

proce mid line. In region of left Free fluid blood, as well as July 9, 
when uterine appendages was a clots, in the peritoneal cavity, 1904 
due sausage-shaped swelling, about due to gestation in the left (24 days) 


the size of three fingers. In- 
definite sense of resistance in 
Douglas’s pouch 


bulky. Elastic swelling behind 
the uterus, occupying the post- 
erior and right half of the 
pelvis, about the size of a closed 
fist. On a second examination, 
just before operation, the swell- 
ing was thought to be slightly 
arger 


line. Behind the uterus, filling 
Douglas's pouch, and depressing 
the vaginal roof, was a soft 
lastic swelling, about the size 


of an orange, and tender to 
palpation 


Fallopian tube, which at the 
time of the operation was bleed- 
ing from the open fimbriated 
en 


Large hematocele due to rupture 
of the right Fallopian tube. 
The fcetus, with its membranes, 
had escaped into the peritoneal 
cavity 


clotted blood evacuated. Drain- 
age 


Uterus anteverted and a little Abdominal section, July 27, 1904. discharged The rupture of the tube involved 


Remarks. 


in while in 
atient had been 
in hospital under Dr. Culling- 
worth in 1898, and had a sup- 
purating dermoid cyst of the 
right ovary removed 


ortion of the 
was dilated, and showed a 


tube 
rupture 14 inch in _ length. 
The fimbriated end was open. 
The ovum was found in the 
blood clot. The foetus had es- 
caped from the amniotic cavity. 
It was an inch in eagle 
Letter, Oct. 1906: “Feel a lot 
better since I went under my 
operation” 


Uterus enlarged, and to right of Abdominal section, June 17, 1904. discharged The ampulla of the tube was 


much dilated, and its wall very 
thin. It was occupied by a 
mole, in which was seen a dis- 
tinct amniotic cavity and um- 
bilical cord. Letter, Oct. 1906: 
“ Better health since leaving the 
hospital than for several years 


previous’ 


Aug. 20, the fimbriated opening. The 
1904 foetus measured 23 inches. Its 
(39 days) size, together with the history 


ept. 30, 
1904 


(27 days) 


and physical signs, suggest that 
growth was continuous up to 
operation. Letter, Oct. 1906: 
“In November 1904, found 
necessary to perform another 
similar operation. Fatal re 
sult.” No details given 


Uterus pushed forwards and a Posterior colpotomy, Sept. 9, 1904. discharged Her doctor reported her as in 
litle to the right of the mid Large quantity of old, dark. S 


very good health in August 1906 
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Date 


No. Name. ivil 


of Age. C 
Admission Condition 


72 E,W. Sept. 22, 33 married P: 
1904 


Journal of Obstetrics and Gynecology 


Pregnancies. 


dren 2 


regnancy 11: chil- Sudden and very violent pain in Two months 


Symptoms of present illness, 


; miscar- the right iliac region. Fainted; normal period 


riages 9. Last and vomited several times. An- 
pregnancy 5 years other severe attack three days 


ago 


later, just before admission. 
Dark brown vaginal discharge 
started with the first attack of 
pain, and continued till admis- 
sion, with the passage of one or 
two small clots. There was an- 
other severe attack of pain with 
collapse in hospital, and a com- 
plete cast of the uterus was 
passed. Slight pyrexia 


73° +E. P. Oct.1, 31 married 5; chil- Very vague symptoms. “ Bearing 
1904 


74 K.L. Oct.6, 31 married P 
1904 


75 A.M. Oct. 27, 29 married Pregnancy 1: chil- One 
1904 


76 +&E.C. Jan. 30, 25 married Pregnancy 2: chil- On Jan. 4th, sudden violent pain Six and a half weeks 
1905 Fainted. since last normal 


77 A.R. Feb. 4, 29 married 
1905 


ren 5. 


5 months ago 


dren 
riage 


tchild down pain,” and pain in the 
back,” with irregular, vaginal 
hemorrhages for seven weeks. 
No mention in notes of any 
acute attack of pain, faintness, 
or vomiting. Nopyrexia. Some 
difficulty with micturition 


regnancy 4: chil- A sudden attack of abdominal Not stated in notes 
1; miscar- pain occurred one month before 


s 3. The admission. This was repeated, 


child was born 9 and on Sept. 18, she was stated 


years ago 


dren 1 


to second husband iliac region. 
13 months ago 


dren 2. 


2 years ago _ Cold 


nancies 


to have a “miscarriage.” 
On trying to get up after the 
“miscarriage’” a very severe 
attack of pain occurred, with 
vomiting. Admitted first on the 
medical side, and while there 
had been another sudden and 
severe attack of pain, and a 
blood-stained vaginal discharge 


. Married severe attack of pain in the left normal period 
Nausea, but no 

vomiting. Vaginal hemorrhage 

started the same day and con- 

tinued till admission. Has had 

two attacks of pain since. No 

pyrexia 
astchild in the abdomen. 
sweat. Has been in bed period 
since. Slight vaginal hemor- 

rhage on that day. With that 
exception no bleeding since 

Nov. 20th. No vomiting at the 

time, but on one occasion since 


No previous preg- Severe attack of pain in the right Six weeks after last 
i iliac fossa on Jan. 10th, with normal period 


vomiting. Vaginal hemorrhage 
began six days later, at first 
slight, but on Jan. 23rd passed 
a large number of clots, said 
by midwife to be a “mis- 
carriage.” Irregular bleeding 
continued till admission. A very 
severe attack of pain with faint- 
ing and profuse sweats occurred 
on Jan. 31st 


Relation to 


after lag, 


month before admission Two weeks after last 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. Condition found at Operation. Result. 


ix soft. 
‘ett In Douglas’s pouch Large hematocele filling the Oct. 19, 
jin the right lateral fornix pelvis, due to a gestation in the 1904 
»s a soft swelling not very right Fallopian tube (27 days) 
faite in outline. It reached 
sf way to the umbilicus in the 
pid line 


rged 

Oct. 19, 
1904 

(28 days) 


mix soft. No definite tumour Abdominal section, Oct. 7, 1904. 
4s made out, only a sense of A small hematocele was found 
sistance and marked tender- connected with the left Fallopian 
ss in the hypogastrium and in tube 

Douglas's pouch 


discharged 
Nov. 2, 
1904 
(27 days) 


erus pushed over to right. On Abdominal section, Oct. 31, 1904. 

it side filling up the posterior A large amount of blood and 

d left quarter of the pelvis blood clot, also a mole, found 

as a smooth, tender swelling, free in the peritoneal cavity. 

he size of the closed fist Due to rupture of the left Fal- 
lopian tube 


discharged 
Nov. 23, 
1904 
(27 days) 


Above and to Abdominal section, Feb. 3, 1905. 
i¢ left a hard, fixed, somewhat Hematocele surrounding the 
ruptured left Fallopian tube 


discharged 
Mar. 1, 
1905 


(31 days) 


erus enlarged, retroverted, and Abdominal section, Feb. 6, 1905. discharged 


xed. Very tender, ill-defined Fluid blood free in the peri- 
welling in the right side of the toneal cavity, due to rupture of 
vis. Dulness in the right the right Fallopian tube 


Mar. 4, 
1905 
(28 days) 


Remarks. 


Uterus pushed to Abdominal section, Sept. 25, 1904. discharged The ampulla of the tube was 


widely distended, and the fim- 
briated end open. Involving the 
fimbriated end was a small rup- 
ture. <A mole, with a distinct 
amniotic cavity, was discovered 
in the blood clot. Letter: Oct. 
1906: “Better since operation 
than before. Nothing to com- 
plain of whatever” 


The fimbriated end of the tube 
was widely dilated, and sur- 
rounded by a mass of blood clot. 
No mole or foetus was seen. 
Proof of gestation is incomplete, 
as on microscopic examination 
no chorionic villi were demon- 
strated 


The tube was dilated in its 
middle portion, and there was a 
small circular rupture. Sur- 
rounding the rupture was a 
blood-clot about the size of a 
bantam’s egg. No amniotic 
cavity was seen, and no micro- 
scopic examination made. 

June 1906; very well 


The tube was ruptured close to 
the fimbriated end. Onexamina- 
tion of the mole chorionic villi 
and amniotic cavity were dis- 
tinct 


A mole occupied the middle por- 
tion of the tube. The amniotic 
cavity was distinct. Rupture 
— occurred in the posterior 
wa 


The fimbriated end of the tube 
was sealed. There was an ex- 
tensive rupture, and opposite to 
this some firm, dark clot was 
attached to the wall of the 
tube. No embryo was seen. 
Oct., 1906 : Came to Hospital in 
reply to letteras she complained 
of symptoms suggestive of a 
second tubal pregnancy. This 
was confirmed and she was ad- 
mitted. During examination the 
sac ruptured and her condition 
became so serious that abdominal 
section was performed the same 
night, and much blood and an 
embryo of about 3 months re- 
moved with ruptured left tube. 
Rapid recovery; discharged in 
3 weeks 
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Date 


A No. Name. Age. Civil Pregnancies. Symptoms of present illness. Relation to last 


of 
Admission Condition Menstruation 


78 M.A.E. Mar. 24, 24 married No previous preg- Sudden pain in the lower ab- Not stated in no 
\ 1905 nancies domen while washing, associated 

with faintness and vomiting, 
| and shivering. Vaginal hemor- 
j rhage began, and a good many 
i clots were passed. The hemor- 
| rhage continued till admission 
(10 days). Absolute constipa- 
tion for 10 days before admission. 
} Temperature on admission 
100°8° 


79 K.S, Apr. 10, 36 married No previous preg- Severe pain in the lower abdo- Attack of pain oc 
1905 nancies men, followed two days later ed at the end 

by vaginal hemorrhage, which normal period 

lasted a fortnight. Slight 

tenesmus. No fainting or 

vomiting 


80 M.D. Apr.11, 26 married Pregnancy 1: chil- Irregular hemorrhages, almost Pain bevan 10 
1905 dren 1, A year continuous, since Feb. 11. No after a norm 

ago clots and nothing formed passed. period, hemorrla 

Abdominal pain also at the be- another 10 days; 

ginning of February, but not : 

very severe. No fainting. No 

vomiting. No pyrexia 


81 E.S. Apr. 15, 28 married Pregnancy 1; chil- In October, 1904, patient was ill See previous col 

1905 dren 1, Nine for 3 weeks with pain in the 
years ago right iliac region, retching, and 

constipation. She was treated 

for “appendicitis.” In February 

1905, the same symptoms re- 

curred, but more severely. Attack 

came on suddenly, but there 

was no faintness, and no actual 

vomiting. No pyrexia. Periods 

were regular till February. 

There was no loss in March, 

but loss again for three days 

just before admission, in amount 

and colour just like a normal 


ui 
82. A. F, May 22, 38 married Pregnancy 3: chil- Irregular vaginal hemorrhage Two months ai 
1905 dren 3. Last child began on Apr. 20th, and con- Jast normal periol 
3 years ago tinued till admission. On May 
5th, sudden attack of pain in 
lower abdomen, on right side; 
became faint, and sweated pro- 
fusely. No vomiting. On May 
12th, passed something formed, 
which she took to be an abor- 
tion; ? cast of uterus 


H. June 24, 43° married Pregnancy 4: chil- Sudden attack of acute abdo- Shortly after 
1905 dren 4. Last child minal pain five weeks before normal period 

6 years ago admission; _ fainted. Slight 

hemorrhage before the attack 

of pain, and irregular bleeding 

since, with clots. Painful and 
frequent micturition 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. Condition found at Operation. Result. ‘ Remarks. 


Pulse and re- Abdominal section, Mar. 24, 1905. discharged The infundibulum of the tube 
Before the abdomen was open- Apr. 19, was occupied by a mass of clot, 
j ed, an incision was made 1905 in which both amnion and 
t quarter of pelvis filled by through the posterior fornix. (26 days) chorion were distinctly seen. 
, elastic soft swelling. No Blood and clot were found. The rupture was 3 inch in 
1» portion could be detected. The hemorrhage was free in length. A small foetus was 
The swelling bulged into the the peritoneal cavity. It was found amidst the blood clot, 
xctum due to rupture of the left lying free_in the peritoneal 
Fallopian tube cavity. There was some 
pyrexia, with a very rapid pulse 
at the time of operation, and 
this continued for 10 days, after 
which recovery was rapid and 
uneventful. Oct., 1906: Very 
well except for purulent vaginal 
discharge. Curetted Nov., 1906 
tus in front, not enlarged. No operation discharged By the end of April the swelling 
shind the uterus was a swell- May 10, was distinctly smaller. Exam- 
1905 ined on May 9th, there was an 
(30 days) indurated mass in the situation 
of the right uterine appendages 
extending a little into Douglas’s 
pouch. The abdominal wall 
was thick and tense, so the 
exact size of the mass was 

difficult to estimate 


avix soft. Behind and to the Abdominal section, Apr. 13, 1905. discharged The fimbriated end of the tube 
eit of the uterus was an elastic Hzematocele surrounding the May 6, was open, and surrounded by 
swelling the size of a closed fist. left Fallopian tube 1905 an encapsuled hematocele. A 
It slightly depressed the vaginal (25 days) mole was situated in the middle 
Be of the tube, and was firmly ad- 
herent to the wall, which was 
much thinned, but not ruptured. 
Chorionic villi were found on 
microscopical examination 


terus pushed upwards and for- Abdominal section, May 16, 1905. discharged The case was watched for a 
wards by a large semi-cystic Hematocele, the size of a June6, month, and the swelling dimin- 
swelling, which filled the pelvis, mangoe, surrounding the right — 1905 ished in size and in tenderness, 
and rose in the abdomen to a Fallopian tube. The appendix (52days) but was noted a week before 
point 2 inches below the um- vermiformis was quite healthy operation to be about the size of 


ileus. — vaginal roof was and free from adhesions a foetal head at the seventh 
depresse 


month 

The wall of the Fallopian tube 
appeared absolutely continuous 
with that of the hematocele. A 
distinct amniotic cavity was 
seen. Letter, Oct. 1906: 
“ Health excellent” 


terus pushed forwards and up- Abdominal section, May 27, 1905. discharged A mole occupied the ampulla of 
wards. The vaginal roof bulged Large pelvic hematocele with June 17, the tube, the wall of which was 
down by a tense and somewhat adhesions, principally to omen- 1905 much thinned, and ruptured at 
elastic swelling, which is fixed tum. Closely connected with (26 days) one spot. The amniotic cavity 
in pelvis, and which extends the right Fallopian tube was found, and within it a 
across into each lateral fornix minute foetus 


Blood was seen to be oozing July 22, 

from the distended mouth of 1905 was found there still attached 

the left Fallopian tube. A large (25 days) to the wall. The ampulla was 

quantity of dark blood, fluid filled with clot, but this was not 

and clotted, occupied the pelvis attached to the tube wall. 
There was no rupture. Letter, 
Oct. 1906: “Fairly well since 
operation ” 
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Da 

/ No. Name. a Age. Civil Pregnancies. Symptoms of present illness. Relation to last 

Admission Condition Menstruation 

84 <A.H. Sept. 9, 25 married Pregnancy 1: chil- Several attacks of pain in the Five or six yg Ie 

: 1905 dren 1. Eight left side, sudden in onset, and after last no the 

months ago sharp in character during the period 

! last month. No faintness or phin , 

vomiting. Occasionally passes 
a little very dark blood when gee 
the pain is severe. No proper g, con 
in August, but in It per 

ptember loss came on at the 


usual time, and was of the 
usual amount. The day before 
admission severe pain, with 
shivering and sweating. “Felt 
very feverish.” | Temperature 
on admission 99°8° 


85 C. R. Oct. 30, 31 married No previous preg- Slight vaginal hemorrhage for A period{was 
1905 nancies sis 8 days, then sudden attack of ort tt - 

pain in the lower abdomen on hiemorrhage beg 

the right side. No faintness or i 
vomiting. Frequent attacks of 

pain since. Has been in bed 

almost continuously for two 

months. Vaginal discharge per- 

Poe usually very dark, no 

clots 


86 RK. D, Oct. 28, 23 married Pregnancy 1: chil- Very indefinite history. Said to See previous colun 
1905 dren 1 have had a miscarriage on Sept. 
17th, after 4 months’ amenor- 
rhea. Since then has had occa- 
i sional slight hemorrhage, and 
pain on and off in the hypo- 
gastirum and on defecation. 
No history of acute pain, faint- 
ness, vomiting, or pyrexia 


87 KE. C. Nov. $, 25 married Pregnancy 1: chil- Sudden severe attack of pain in Five weeks after 
1905 dren 1. Eleven the right side. Felt very faint normal period 

months ago and vomited. Frequent attacks 

since, but not so severe. 

week after attack of pain 

hemorrhage began, and _ir- 

regular losses have continued 

till admission. At times loss 

has been very free, but no clots 

have been passed. For a few 

days before admission pain and 

difficulty in micturition 


88) K. Dee. 2, 42> married Pregnancy 14: chil- Vaginal hemorrhage the first Hemorrhage leg 
1905 dren 11; mis- symptom. After loss for four when period wa 
carriages 3. Last or five days, first attack of ab- days overdue 
confinement 18 dominal pain. Several attacks 
months ago since, and the last so severe as 
to cause loss of consciousness. 
No vomiting. No history of 
clots or of anything formed 
having been passed. Slight pain 
on micturition 
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Bell: Tubal Gestation at St. Thomas's 


Physical signs. 
six We 
ast ng » mass, tender to pal 
hind the uterus, filling the 
hole of the posterior part of 
» pelvis, WaS rounde swell- 
; continuous with the mass 


alpation. 


account in notes 


Condition found at Operation. 


Large pelvic hematocele con- 
=— with the left Fallopian 
tu 


Pelvic hzmatocele about the 
size of an orange, connected 
with the right Fallopian tube 


Result. 


the left iliac fossa a hard, Abdominal section, Sept. 15, 1905. discharged 


Oct. 11, 
1905 
(32 days) 


ov. 18, 


(20 days) 


Remarks. 


A mole occupied the middle por- 

tion of the tube, the fimbriated 
end of which was open. The 
amniotic cavity was seen, and 
what appeared to be the re- 
mains of an early embryo 


Abdominal section, Oct. 31, 1905. discharged The ovum had been discharged 


from the open fimbriated end 
of the tube, the wall of which 
was continuous with the hema- 
tocele sac. There appeared to 
have been a slight rupture of 
the tube as well as tubal abor- 
tion. Amniotic cavity, cord, 
and shrivelled foetus were seen. 
Letter, Oct. 1906: “Very good 
health ” 


n the right side of the uterus, Abdominal section, Nov. 1, 1905. discharged The fimbriated end of the tube 
md in Douglas’s pouch, was a Hzmatocele with many adhe- 


nore or less cystic swelling, the 


sions surrounding the 


right 
Fallopian tube 


Nov. 22, 


. Abdominal section, Nov. 14, 1905. a 
1 


elastic swelling as 

are as an orange. The swell- 
i osterior part 

e right side, 

into Douglas’s 


Hemorrhage was_ occurring 
from the open fimbriated end 
of the right Fallopian tube, al- 
though the mole had been ex- 
truded, and a definite pelvic 
hematocele formed 


ec. 16, 
1905 
(38 days) 


was closed. Rupture had oc- 
cured, but the mole was still 
in situ. No amnion was seen, 
but on microscopical examina- 
tion, chorionic villi were found. 
Letter, Oct. 1906: “ Very good 
health” 


The specimen was unfortunately 
thrown away before complete 
examination. In the first hasty 
examination no fetus or am- 
niotic cavity was seen. Letter, 
Oct., 1906: “My health has 
been far better since my opera- 
tion than I have known it to be 
for some years” 


unour felt per abdomen rising Abdominal section, Dec. 4, 1905. discharged A blood clot adherent to the wall 


ut of the pelvis and extending 
to the right iliac fossa. Bi- 
manually the uterus appeared to 
He on the top of the tumour, 
uch occupied the pouch of 
Douglas, Fluctuation was 


An incision was first made 
through the posterior vaginal 
fornix, but only a few drops 
of dark coloured blood escaped. 
On opening abdomen a hemato- 
cele was seen surrounding the 
right Fallopian tube. The left 
ovary being cystic, the left 
uterine appendages were removed 
as well as the right 


Dec. 24, 
1905 


(22 days) 


of the tube had been partially 
extruded from the open fimbri- 
ated end, and in the process 
some inversion of the tube had 
occurred. Neither foetus nor 
amniotic cavity was seen, but 
the microscope revealed the pre- 
sence of chorionic villi. <A 
lutein cyst was present in the 
left ovary. Letter, Oct. 1906: 
“In good health since operation” 
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ANALYSIS OF CASEs. 


Cases submitted to Abdominal Section, 73=83 per cent. In 
the majority of these cases the operation was decided upon within 
a few days of admission, while in a few cases of great intra-peri- 
toneal hemorrhage it was a matter of hours rather than days. In 
six cases the abdominal section may be classed under the heading 
secondary ; that is, the case was, for one reason or another, watched 
for some time in the hope of avoiding operation. 

These six cases were—Nos. 2, 12, 18, 30, 70, and 81. 

Vaginal section immediately preceded abdominal section in three 
cases—Nos. 58, 78, and 88. In cases 78 and 88 the vaginal section 
was for purposes of diagnosis, and immediately it was clear that the 
pelvic swelling was due to tubal gestation the abdomen was opened. 
In case 58 it was intended only to open and drain per vaginam but 
the abdomen had to be opened on account of hemorrhage. 

Vaginal section only—6 cases=6°8 per cent.—Nos 44, 52, 54, 56, 
62, and 71. 

In case 62 the left Fallopian tube, containing an ovum, was 
removed through the vaginal wound. In all other cases the opera- 
tion consisted only of the evacuation and drainage of a hematocele 
sac. 

Cases in which there was no operation—9=10°2 per cent.—Nos. 
17, 24, 32, 39, 49, 51, 57, 67, and 79. 

Fatal cases, 3—Nos. 15, 16, and 22. This is equivalent to a 
mortality of 3°4 per cent. It is worth noting in passing that there 
has been no death in the ward as a result of tubal gestation since 
March 2nd, 1901. 

A few observations on these fatal cases are necessary. 

Case 15. Severe pain and other symptoms had been present 
for three months before admission. Under a mistaken diagnosis 
the uterus had been explored. Infection of the hematocele sac had 
occurred, but the patient’s condition did not become alarming until 
the evening of the day after admission, following examination in 
the afternoon. Death occurred from uncontrollable hemorrhage. 
It is possible that the life might have been saved by immediate 
operation on the day of admission, and almost certain that death 
may be attributed to the mistake in diagnosis which led to the 
exploration. The results obtained during the seven years in all the 
other cases of pelvic hematocele justify this opinion. 

Case 16. Very ill when admitted, with a pulse of 120, a con- 
siderable quantity of blood free in the peritoneal cavity, and an 
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extensive rupture of the left Fallopian tube. Death was due to 
peritonitis, and occurred two days after the operation. 

Case 22. As in case 15, there was an error of diagnosis, the mis- 
take this time occurring in the hospital. Under the impression that 
there was a septic ovum, or part of an ovum, within the uterus, the 
cavity was explored. The exact condition found at the abdominal 
section is described in the table. Death occurred from purulent 
peritonitis. 

It is instructive, as well as curious, to note that in two out of three 
fatal cases exploration of the uterus had preceded abdominal section. 
If these two cases are excluded, and those alone considered in which 
abdominal section was the only surgical treatment, the figures for 
this series are 71 cases and 1 death, i.e. a mortality of 14 per cent. 

Apart from the fatal cases, attention may now be called to special 
points of interest in connection with other cases in the series. 


Case 1. An example of double extra-uterine gestation, a right 


hematosalpinx having been removed by abdominal section in Sep- 
tember, 1898. 


Case 2. Operation postponed for three weeks on account of the 
patient’s desire to avoid it if possible. The mass appeared to in- 
crease slightly in size under observation. 


Case 3. Possibly an example of double tubal gestation. (See 
table.) Prolonged illness (three months) before admission. Neither 
this nor other similar cases are included as examples of secondary 
abdominal section, as the operation was performed a few days after 
admission to the ward, though from some points of view they may well 
be considered such. 


Case 10. Possibly an example of combined intra- and extra- 
uterine pregnancy. (See table.) 


Casz 12. The physical signs were very indefinite, and diagnosis 
was uncertain. Rest for seven weeks before operation. A right tubal 
gestation was combined with salpingitis; the left Fallopian tube was 
healthy. Whether the inflammatory condition followed the gesta- 
tion is uncertain, but this appears probable. 

Case 17. No operation; the first in the series. The diagnosis 
was doubtful. (See table.) 


Case 18. Kept at rest in hospital for eight weeks, and then dis- 
charged. Re-admitted a few weeks later, and submitted to ab- 
dominal section, on account of pain. The swelling was noted to 
diminish in size to that of a cricket ball, and then to remain un- 
absorbed. 
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Cask 24. Another example of a hematocele remaining un- 
absorbed for a very long period. In this case there was no operation, 
and the diagnosis may of course be disputed. 

Casz 25. Before admission the mistake had been made of taking 
a pelvic hematocele for a retroverted gravid uterus. An attempt 
at replacement led to rupture of the hematocele. 

Case 28. Symptoms on admission very indefinite. Diagnosis 
only made after exploration of uterus and removal of decidua. 
Rupture occurred in the hospital, and there was free intra-peritoneal 
hemorrhage. This is one of the very few cases in the series where 
there was any evidence of tubal disease preceding the gestation. 
Here the opposite appendages had been removed for salpingitis, and 
the tube removed on this occasion was thickened and hard. 

Case 40 illustrates the small amount of hemorrhage which 
may occur even with rupture of the tube. Hematocele in this case 
attached to one side of the tube, and not much larger than a walnut. 

Casx 41. The only one in the series in which it is known posi- 
tively that normal pregnancy has occurred subsequent to the tubal 
gestation. 

Case 44. Another example of delay in absorption of a hemato- 
cele. Treated by evacuation and drainage per vaginam. The first 
in the series treated in this manner. Immediate and remote result 
excellent. 

Case 47. Rupture of the tube with great internal hemorrhage. 
Treated by immediate abdominal section, the patient being alto- 
gether only eighteen days in hospital. 

Casr 49. No operation. Diagnosis very uncertain. 

Casz 53. A very good example of a large encysted hematocele, 
containing a foetus five inches in length which obviously continued 
to grow after the rupture of the tube. 

Case 65. Free intra-peritoneal hemorrhage which was due, 
not to primary rupture of the tube, but to leakage from a pelvic 
hematocele. 

Case 66. Another example of double tubal gestation. (See 
table.) 

Case 69. Hemorrhage was occurring from the open fimbriated 
end of the tube at the time of operation. 

Case 70. A case in which growth of the foetus appeared to 
continue after rupture of the tube and formation of a hematocele. 
The patient died after another abdominal section—not in St. 
Thomas’s—three months after discharge. Said by husband to 
have been a similar operation, but no details given. 
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Case 71. Yet another example of a hematocele remaining un- 
absorbed for four months. Treated by vaginal incision and drain- 
age, with good immediate results. 


Case 74. Another example of a very small hematocele asso- 
ciated with rupture of the tube. (See case 40.) 


Cast 77. Another example of double tubal gestation. (See table, 
Remarks.”) 


Case 83. Hemorrhage again noted as occurring from the open 
mouth of the tube at the time of operation—(see case 69 and also 
case 87)—although here the mole had been extruded from the tube, 
and a definite hematocele formed. 


Case 88. An example of znversion of the tube, doubtless occasioned 
by its efforts to expel the mole. 


I wish to consider shortly what light this series throws on the 
difficult questions of diagnosis and treatment of early extra-uterine 
gestation. That all the problems, both clinical and pathological, 
connected with this subject are regarded with particular interest 
at the preseat time is clearly shown by the devotion to them of two 
special numbers of this JourNAL in the course of one year. 


The diagnosis of tubal gestation, followed by tubal rupture or 
tubal abortion, is by no means easy. If these cases are examined, 
it will be seen that in a very large number the illness had been in 
progress for one or two months before admission to hospital, and it 
may be said without offence to those who had seen them outside, 
that this long delay was often due to an error in diagnosis, the 
symptoms being regarded as due to “peritonitis” or “ inflamma- 
tion’ and “ abortion” and not to tubal gestation. 

Clearly it is of importance to know upon what symptoms and 
physical signs we can depend when required to diagnose this condi- 
tion. The typical case might be represented thus:—A woman 
between twenty and forty, after missing one or two menstrual 
periods, is suddenly seized with acute abdominal pain in the lower 
quadrant, either on the right or left side, and at the same time with 
faintnessand vomiting. Concurrently with the pain, or shortly before, 
or shortly after, vaginal hemorrhage begins, and continues irregularly, 
the loss usually being less per diem than occurs at normal menstrua- 
tion, the blood also differing from that of normal menstruation 
in colour. Clots may be passed, and sometimes a definite cast of the 
uterus. In many cases there is a little later a slight pyrexia, and 
there may be difficulty with micturition. The picture will of course 
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vary markedly with the accident that has happened. If rupture of 
the tube has occurred, with great internal hemorrhage, there will 
soon be signs of excessive bleeding; but, in the great majority of 
cases, whether of rupture or of abortion, the hemorrhage is only 
sufficient to produce a pelvic hematocele. The characteristic 
physical signs of this condition are that the uterus is pushed for- 
wards and perhaps a little to one side, that the cervix is softened 
and the body of the uterus slightly enlarged, and that behind it 
and probably more to one side than the other is an elastic swelling, 
depressing Douglas’s pouch and the vaginal roof and varying in 
consistence and tenderness. 


If this is a fair, though short, description of the typical symp- 
toms and physical signs, it is clear that in this series some of them 
are found in much larger proportion than others. I have abstracted 
the following figures from the table here presented. They refer to 
symptoms, and not to physical signs. ‘he first point to be con- 
sidered is, in what proportion of cases can we look for help in the 
occurrence of a period of amenorrhea preceding acute symptoms? 
The answer given by this series may be stated thus :— 


First symptoms occurred during proper inter- 
menstrual period ... ... ... 16 cases. 


When the period was due, or within a day or 


Five weeks after last normal period... ... ... 12 ,, 


Seven 


Two months or more after last normal period ... 


That is to say, that in almost exactly 50 per cent. of the 88 cases 
there is a definite statement in the notes of a period of amenorrhea 


4 extending to five weeks or upwards. 

ie. The next point to be dealt with is the abdominal pain, which is 
= in most cases such a prominent feature. It occurred in some form 
4 or another in practically every case in the series. But its import- 


ance for diagnostic purposes depends on several factors—first, as 
to whether it is sudden and severe; secondly, as to whether it is 
associated with faintness or even absolute loss of consciousness; and, 
thirdly, as to whether it is accompanied or followed by vomiting. 


The figures may be presented thus :— 


i 

of 

Le 
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Acute pain with faintness and vomiting... ... 21 cases. 


- », alone, without faintness or vomiting 11 


Abdominal pain, indefinite in character ... ... 15 


As regards the hemorrhagic discharge from the vagina occurring 
irregularly at some period of the illness, and generally persisting 
up to admission to hospital,the notes show that this was a nearly constant 
and a very important symptom. It occurred altogether in seventy- 
three out of the eighty-eight cases. But while irregular bleeding may 
thus be taken to be an almost constant symptom, no reliance or very 
little, so far at any rate as hospital cases are concerned, can be placed 
on the passage of a decidual cast. In only 17 out of the 88 was there 
any clear suggestion of the passage of a decidua, and in some of these 
there was no certainty. While, therefore, as a piece of positive evi- 
dence the passage of a cast is important, negatively it is of no value. 


The number of cases in the series in which pyrexia was proved 
to be present was also small, z.e. 23; but no doubt this does not give 


the right proportion of cases in which this symptom would be present 
if careful observations were taken from the onset of illness. Pyrexia, 
which is almost always slight, is in any case of very little value in 
the differential diagnosis. The same may be said of difficulty in 
micturition, which is noted in 20 cases in this series. The diffi- 
culty arises from the presence of the mass in the pelvis, and is 
evidence rather of the existence of a mass than of its character. 
Certain other points may conveniently be considered here. It 
has often been stated that a previous long period of sterility com- 
monly precedes a tubal gestation, and is of importance in helping 
towards a diagnosis. This table shows that no reliance can be placed 
upon it. Tubal gestation may occur as a first pregnancy in a young 
woman, or soon after many normal gestations, or of course after a 
period of sterility; but the last-named is the exception, not the rule. 


The age period at which the accident occurs is naturally between 
20 and 40. The figures are :— 


Between 20 and 30 ... ... ... 40 cases. 
Between 30 and 40... ... ..  ... 40 


” 


” 
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As regards the physical signs, I have only impressions to record. 
Where there was great internal hemorrhage it was usually shown 
by the general condition of the woman, and the source of the bleed- 
ing was indicated rather by the symptoms than the physical signs. 
It may be said in passing that the breasts occasionally afford positive 
evidence which is helpful, but that this evidence is so uncertain, 
and even misleading if reliance is placed upon it, that great care must 
be exercised not to allow negative evidence in the breasts to influence 
the judgement, even to the smallest extent. Where a mass is 
present in the pelvis its characters are usually such as have been 
already briefly indicated. Softening of the cervix associated with 
enlargement of the body of the uterus is often of great help in 
suggesting the nature of the swelling to be felt behind or on one 
side of the uterus. Sometimes the consistence of the mass conveys 
to an experienced examiner the impression that he is dealing with a 
tumour composed of blood in varying degrees of solidity; but it must 
be admitted that this is a refinement which can only be attempted 
by a few, and even by them in only a small percentage of cases. 

The more one sees of pelvic hematocele the more clear it becomes 
that the physical signs are not sufficiently distinctive to render 
diagnosis possible without a very careful consideration of the onset 
of the illness, and itsrelation to menstruation and to irregular vaginal 
hemorrhage. It is hardly possible to insist too strongly upon this 
symptom of irregular bleeding. When, as very often happens, the 
bleeding continues day by day and is small in amount and dark in 
colour, it is so characteristic as to be almost pathognomonic. I should 
be inclined to put this first amongst the diagnostic symptoms; its great 
rival in importance being abdominal pain, situated in one of the lower 
quadrants of the abdomen, sudden in onset, and severe in type, so 
severe indeed as to be commonly associated with faintness, or vomit- 
ing, or both. These two symptoms, and of course their relation to 
the last normal period, far outweigh all others in significance and 
importance. I say “their relation to the last normal period,” but 
should rather say “ the relation of the first of these to the last period,” 
as it is by no means uncommon for the hemorrhage to begin, and 
even to last, several days, if not weeks, before any really severe 
attack of pain occurs; though, undoubtedly, a sudden attack of pain 
occurring after a short period of amenorrhcea, and followed by 
vaginal hemorrhage, is the mode of onset which leads most directly 
to a correct diagnosis. 

Passing now from diagnosis to treatment, what light does the 
series throw upon the latter problem? A very superficial study of 
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the table shows that the surgical and not the expectant treatment 
has been adopted almost exclusively when the diagnosis was certain, 
or nearly certain. Most of the cases treated by rest were of a mild 
type, and often of doubtful diagnosis. ‘This is not true of all, be- 
cause occasionally there were special reasons, in the circumstances 
or in the wishes of the patients, which led to the adoption of expectant 
treatment. Tubal gestation, which has resulted in the forma- 
tion of a pelvic hematocele, is one of those conditions in which the 
special wishes of a patient, and the particular circumstances of her 
life, demand very careful consideration, because there can be no 
doubt that in the majority of cases recovery will result whether the 
treatment be expectant or surgical. But though each method can 
show good results, it is still important to know which over a long 
series will show the better, so that in all ordinary cases, not domi- 
nated by some special circumstance, a routine treatment may be 
adopted. It is quite certain that agreement has not yet been 
reached. At one time it appeared that the advocates of surgical 
treatment had won the day, but latterly there has been a slight 
tendency again towards the expectant. Dr. Champneys, in the 
paper already referred to, gives details of 75 cases, in only 26 of 
which abdominal section was performed. In other words, the ex- 
pectant treatment was followed whenever possible. The result was, 
of course, that the abdominal sections, and especially the secondary 
abdominal sections, were attended by a high mortality. In the 
whole series 7 cases died, all of them after abdominal section, either 
primary or secondary—that is a mortality for abdominal sections of 
27 per cent. Dr. Champneys says: “If all cases had been operated 
on according to ideas prevalent, and based on the assumption that 
without operation they would nearly all die, the percentage of suc- 
cessful abdominal sections would, of course, have been better, but 
the percentages of recovery in the series probably worse.” But is 
this so? The expectant treatment has its own definite risks, par- 
ticularly the risk of further hemorrhage, occurring sometimes with 
alarming suddenness; and even when the cases are in hospital under 
close observation operation may be postponed until it is too late. 
Certainly the mortality in the series here presented does not support 
Dr. Champneys’ contention. I have already given the figures, but 
may repeat them now—88 cases, 3 deaths, mortality 3-4 per cent. 
Of the 88 cases 73 were submitted to abdominal section, and this 
number included all the most severe cases, as well as many of a 
simple kind; the mortality of abdominal sections was therefore 3 in 
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73=4°01 per cent. But, in discussing the fatal cases, I pointed out 
that in two out of the three a mistaken diagnosis has led to explora- 
tion of the uterus previous to abdominal section. 


* 


* 


* 


* * 


* 


* * 


[The author* did not live to finish his paper. His manuscript in 
fact breaks off abruptly here. But he left memoranda which make 
it sufficiently clear what line he intended to take in the remainder of 


his paper, and the following pages are little more than an elaboration 
of his own notes. | 


Reference to these cases (15, 22) shows that the result was 
certainly prejudiced by the incorrect diagnosis and the exploration of 
the uterus, and so ought not to be ascribed to the operation. Had the 
patient in Case 15 been operated on immediately after the rupture of 
the sae (at the time of examination) her life would in all probability 
have been saved+ (for a similar occurrence see Case 77 “ remarks ’’). 
In Case 22, the clot in the sac was putrefying, and there was a 
communication between the sac and the uterine cavity; so that in 
both it may be said that had their condition been recognized earlier, 
and had they been treated on the general principles applied to such 
cases, the chances of their recovery would have been greatly increased. 
As has already been stated, if these cases are excluded the result is 
} death in 71 abdominal sections, or a mortality of 14 per cent., 
so whether this figure is taken or the total mortality of 4 per cent. 
for all abdominal sections, the percentage of successful abdominal 
sections is,as Dr. Champneys predicts, much better than in his series, 
where the expectant treatment was followed whenever possible. But 
his second contention, that with an increased operation rate the 
percentage of recoveries in the series would probably be worse, is 
not borne out, for with 83 per cent. of abdominal sections in the 
present series the total mortality is 3°4 per cent., as against 9°3 per 
cent. in his series, where the percentage of abdominal sections was 
only 347. In other words, with more than twice the percentage of 
abdominal sections, the mortality of the whole series so far from 
being increased is actually reduced to nearly one-third of that in 
the series recorded by Dr. Champneys. It is reasonable to 
assume that these two series of consecutive cases, each of 
them from the wards of a large general hospital in London, 
represent cases of similar degrees of severity. Possibly, as his 


*See Obituary, p. 632. 
t As it was, the result is really an argument against secondary abdominal section, 
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cases are covered by the years 1891—1902, and these cases by the 
years 1899—1905, recent improvements in surgical technique may be 
a contributory cause of the better results, but if so the natural 
conclusion is that the diminished operation mortality weakens the 
case for the adoption of an expectant line of treatment under modern 
conditions. The risks of the expectant treatment are well shown 
in Dr. Champneys’ analysis of his fatal cases, 5 of which he mentions 
as probably prejudiced by delay. If this is the case in 5 out of 7 
fatal cases it emphasizes strongly the dangers of waiting. In spite of 
the fact that the surgical treatment was so generally adopted in the 
St. Thomas’s cases, No. 15 was certainly prejudiced by delay, and 
serious consequences of this kind are sure to be found to occur 
occasionally in any large series of cases where primary abdominal 
section does not immediately follow a definite diagnosis. Hence a 
comparison of the two lines of treatment shows that the desire to 
avoid operation leads to a higher mortality not only in cases operated 
upon, but also in the whole series of cases. 

If the surgical treatment on the whole is the safer it also offers 
the patient a more rapid restoration to health and to duty—an 
especially important matter in the case of patients of the hospital 
class. In estimating this the length of the stay in hospital does 
not by itself form a trustworthy criterion, as in many cases an 
illness of two months or more preceded admission, and in others a 
period of some weeks elapsed, during which the patient was under 
observation with a view to avoiding surgical treatment if possible. 
It is therefore worth while to analyse in some detail those cases in 
which a long period elapsed before the patient could return to her 
occupation. These are Nos. 2, 3, 12, 18, 24 and 81. 

In No. 2 there was 5 to 8 weeks’ history before admission, and 
the patient was 49 days in hospital. Operation was postponed for 
nearly 3 weeks on account of her desire to avoid it if possible, 
and she was discharged 29 days after operation. 

In No. 3 the patient’s symptoms dated from 3 months before 
admission, but she was discharged from hospital in 32 days, or 
27 after operation. 

In No. 12 there was an illness of 3 weeks before admission, 
and the patient was kept under observation for 7 weeks before 
operation, and was discharged 29 days after it. 

In No. 18 the patient was under observation for 2 months, and 
was discharged, only to be re-admitted 3 weeks later for persistent 
pain. She was discharged 38 days after operation. 

In No. 24 the patient refused operation in February, wi was 
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re-admitted in June with a history of continuous illness since her 
discharge. She was not operated on, but remained in hospital for 
33 days, during which time the mass in the pelvis had diminished, but 
had not disappeared. 

In No. 81 there was a history of several months’ illness preceding 
admission; the patient was kept under observation for a month, and 
was finally discharged 21 days after abdominal section. 

The cases where the stay in hospital was unusually long owing to 
post-operative troubles were No. 1 (40 days after operation owing 
to some inflammatory trouble); No. 7 (37 days after operation, basal 
pneumonia and stitch abscess); No. 9 (382 days after operation, 
collection of blood and pus evacuated through the posterior fornix) ; 
No, 37 (37 days after operation, pelvic abscess drained per vaginam) ; 
No. 38 (56 days after operation, exudation in pelvis and pyrexia) ; 
No. 65 (43 days after operation, suppuration, lower part of the wound 
opened up) ; No. 66 (37 days after operation, suppuration in abdominal 
wound). 

In the other cases, where the length of stay was longer than 
usual, this was generally due to the patient being kept under 
observation for some time, e¢.g., Nos. 30, 34, 55 and 70 (abdominal 
sections), and Nos. 54 and 62 (vaginal operation). 

The average number of days in hospital of the cases operated 
upon, and of those not operated upon is not a fair test of the relative 
time required to effect a cure, as the cases left alone are only those 
of the mildest type or those of doubtful diagnosis, and, further, many 
are discharged, owing to the tax on the hospital accommodation, with 
the pelvic swelling incompletely absorbed; but it may be worth 
while to note the average stay in hospital throughout the whole 
series, and to compare this with the stay in Dr. Champneys’ series in 
which the expectant treatment was tried in a severer type of case. 
Excepting the 3 fatal cases and 2 cases which were in and out of 
hospital (Nos. 18 and 24), the average length of stay was 31°5 days. 
It is interesting to note that in the first half of the series the average 
was 35'3 days, and in the second half 29°4 days—showing a marked 
improvement in the later cases. Excluding the 7 fatal cases and 
3 “imperfect” ones (i.e., those in and out of hospital or self- 
discharged) from Dr, Champneys’ series, the average length of stay 
of the remaining 65 cages was 39°2 days. A week or 10 days in 
hospital would doubtless be considered a small price to pay to escape 
an abdominal section, but it must be remembered that the duration 
of stay of the St. Thomas’s cases was greatly increased by periods of 
waiting in order if possible to avoid operation. A glance at the 
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tables will show that in those cases operated on soon after admission 
the balance of rapidity of cure is largely on the side of operative 
treatment. The certainty, too, of being rid of a pelvic mass which 
even after a period of waiting may require operation, must remove 
much doubt and anxiety from a patient’s mind. 

It will be noticed that the few reports received from patients 
who had been operated upon are almost uniformly favourable. 

In order to complete the comparison of the treatment advocated 
by Dr. Champneys with that adopted at St. Thomas’s, the more 
important portions of the analysis as given in Dr. Champneys’ 
paper are quoted, and a similar analysis has been compiled from the 


figures in the present paper, the two being given in parallel 
columns : — 


Dr. CHAMPNEYS’ SERIES (75). THE AUTHOR'S SERIES (88). 


FATAL CASES 7= 93% FATAL CasEs . 8= 34% 
Cases left and re- Cases left alone and re- 


covered... =34=45°3 % covered... = 9=102% 
Vaginal Sections ... =15=20 % Vaginal Sections ... = 6— 6a, 
Cases left alone and Va; Cases left alone and Vag- 

inal Sections together ... =49=65°3 % inal Sections together .. =1§=17 7% 
Abdominal Sections— Abdominal Sections— 

Secondary are =17=22°6 Secondary = 6= 687 

Total =26=34:9 % Total =73=83 % 
Cases in which Abdominal Cases in which Abdominal 

Section was not done ... =49=65°3 “ Section was not done ... =15=17 % 
Mortality of all Abdominal Mortality of all Abdominal 

Sections—7 out of 26 =26°92% Sections—3 out of 73... — oe 


[This table is appended because, as the author himself points out 
in the earlier part of his paper, the challenge thrown down by 
Dr. Champneys was what chiefly led him to undertake the investiga- 
tion of which the results are here presented. It is known that he 
approached the subject with an open mind, and if in the latter 
portion of his paper it is evident that he is strongly in favour of 
operative treatment, it is simply that he became more and more 
convinced on the subject as the results came out. | 
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Clinical Notes on Fifteen Cases of Early Extra- 
Uterine Gestation, Hzmatocele, and Hzmato- 
salpinx 


By R. F. SranpaGe, Captain, [.M.S.; Medical Officer in charge, Lady 
Curzon Hospital for Women, Bangalore, India. 


My Indian experience of extra-uterine pregnancy consists of 
fifteen cases. Of these five were European women, two Eurasians, 
and the remaining eight were low-caste Hindus or Native 
Christians. As regards age, one woman was 43, two are recorded as 
40, and the rest range between 22 and 35, the average age being 
nearly 31. Of the fifteen cases only one woman was nulliparous, but, 
as will be seen from the notes, there is some doubt as to whether her 
case can be classed as one of extra-uterine pregnancy at all. The 
average number of previous pregnancies among the fifteen women 
was 3°06, and the average time which had elapsed since the last 
pregnancy, among the 14 women who had previously been pregnant, 
was 6°07 years. It is noteworthy that among these 15 women only 
3 abortions or miscarriages are recorded. Of the 14 women who gave 
a history of having ceased to menstruate or of some menstrual ab- 
normality, the average number of months passed before the onset of 
symptoms was 2°2. In two cases only, Nos. X. and XIII., was the 
menstrual history normal throughout. 

Of other signs of pregnancy, the presence of milk in the breasts is 
noted in four cases, Nos. I., V., VIII. and XV., but morning sickness 
was not complained of in any one case of the series. Six patients com- 
plained of vague pelvic pains, between the date of the cessation of 
menstruation, and the acute attack of pain presumably caused by the 
rupture of the sac and the resulting hemorrhage. This sudden 
attack of pain was a feature in 11 of the cases, but its effect on the 
patients, more especially the native patients, was not so severe as 
text-book descriptions of this ailment lead one to expect. Indeed, 
I have been much impressed by the absence of very acute symptoms 
in all the native patients I have seen, though some of them, notably 
the patient in Case XV., had hemorrhage of the most severe type. 
The rupture and consequent hemorrhage, which usually occur during 
exertion such as lifting a weight, are seldom sufficient to send a 
native patient at once to hospital or to bed. It will be noticed 
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that in the majority of the native cases recorded below, the 
patients applied for admission after periods varying from 20 days 
to 2 months from the onset of acute symptoms, when it was 
found that the pains did not improve and that the abdo- 
men got bigger. Case XV. well ‘exemplifies the sang froid 
with which a native woman may regard a hemorrhage suffi- 
cient to fill with blood clot the whole pelvis and abdominal cavity. 
For a month from the onset of symptoms this woman went about her 
work, and was finally driven to seek advice at hospital (into which 
she walked!) on: account of a severe headache, uterine hemorrhage, 
and a swollen abdomen. Yet, at the operation, her abdomen was 
found to be filled with blood clot, and the ruptured sac of a fifth 
month pregnancy and a foetus were free in the peritoneal cavity! 

In every case, except No. XI., in which a rupture of the Fallopian 
tube was found or suspected, a history of a sudden attack of pain was 
obtained, though in the case 'of the native patients, the pain was 
never described as of an agonizing character. In Cases VI., VIII. 
and IX., in which no ‘rupture occurred, “grinding” pain was 
described. Constipation, or painful defecation and dysuria were 
present in most cases in which much blood was poured out into the 
pelvis, and one case, No. VI., came to hospital principally on account 
of retention of urine. By far the most constant of the patients’ com- 
plaints, present in every case except No. VI., was irregular 
hemorrhage, and I have become accustomed to associate a thick, 
glutinous, red or brown discharge with this condition. This dis- 
charge usually begins with the expulsion of the decidual'uterine cast 
—the ‘“‘ abortion,” as it is usually called by patients,—and continues 
till relieved by operation. A history of “abortion” occurring at 
periods varying from 4 to 18 days before admission to hospital was 
obtained from five of these 15 patients, so it is presumed that a 
decidual cast was passed by that number of women. In no case was 
the cast brought for examination. 


The following are brief notes of the cases as they occurred :— 


Case I. Mrs. C., a European, aged 23, had been married 7 years. 
She had had one child born living, and one miscarriage (at 2 months) 
5 years ago. She was admitted to the Lady Curzon Hospital on 
October 23, 1901. She had always had trouble with menstruation, 
and had suffered from some uterine displacement. Her last period 
had taken place at the beginning of July, 1901, the discharge only 
lasting half-a-day. She thought herself pregnant, but did not sus- 
pect anything abnormal. There was milk in the breasts. There was 
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no morning sickness. There had been no pelvic pain previous to 
rupture. Two weeks before admission, whilst lifting a heavy weight, 
she had had sudden acute pain low down in the abdomen. She be- 
came collapsed, and was confined to bed with the pain till Oct. 12th. 
A further attack of pain had occurred on that day, with profuse 
vaginal hemorrhage. On October 15th a “clot-like mass” had been 
expelled, and the hemorrhage had stopped. Next day she had had a 
rigor, and high fever. As the fever, rigors, and pain continued, she 
had come to hospital. On admission the patient was in great pain; 
her temperature was 103°6°; there were sweating, vomiting, dysuria, 
and rectal tenesmus. The vagina was hot, and examination was 
painful. There was a fetid vaginal discharge. The cervix was low, 
and was pushed forward against the pubes by a hard, rounded mass, 
filling the pouch of Douglas. There was a hard, dull, tender 
tumour in the hypogastrium extending to 1 inch below the 
umbilicus. Diagnosis: Ruptured extra-uterine pregnancy, sep- 
tic. Operation: October 24th, 1901. The vaginal roof in the 
posterior fornix was incised, and a mass of blood clot, a 
macerated 5th month foetus, and necrotic placental tissue were 
evacuated from Douglas’s pouch. All were most horribly fetid. 
Irrigation was practised, and was followed by drainage through rubber 
tube. Result: Death from exhaustion on November 23rd, 1901. 


Case II. Mrs.C., a European, aged 29, had been married 11 years. 
She had had three children and one abortion at the sixth month. Her 
youngest child was a year and a half old. She was admitted to the 
hospital on December 16th, 1901. She had missed one period. There 
had been a profuse vaginal discharge on November 18th, followed by 
severe abdominal pain. The pain and discharge had continued and 
increased, On admission the abdomen was tender; the temperature 
was 102°4°.  Micturition and defecation were painful. There was a 
dull, tender tumour in the hypogastrium and Douglas’s pouch. 
Operation: December 17th, 1901. Drainage per vaginam with 
rubber tube. Hesult : Recovery. 


Case IIT. Mrs. T., a European, aged 32, had been married 11 
years. She had had one child, now aged 9. She was admitted into 
hospital April 4th, 1902. Her last normal menstrual period had 
occurred on February Ist, 1902. She believed herself to be pregnant, 
but had constant colicky pains, so suspected something wrong. There 
was acute abdominal pain on March 10th, whilst lifting a heavy box. 
She fainted, and had to go to bed. Some membranous shreds and 
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brown discharge passed a week later. She thought she had aborted. 
As the pain continued she had come to the hospital. On admission, 
abdominal pain and tenderness were severe. There was a tender 
swelling to the right of the uterus. Diagnosis: Ruptured tubal 
pregnancy. Operation: April 6th, 1902. Abdominal section. There 
had been intraligamentary rupture of the right tube. The tube was 
amputated. Irrigation was employed. /tesult: Recovery. 


Case IV. Mrs. M., a European, aged 31, had been married 16 
years. She had had seven children, the youngest child was 9 months 
old. She was admitted to the hospital June 3rd, 1902. The men- 
strual history was normal from October 1901, to January 1902. No 
period had occurred in February and March. Menstruation had 
started again in April, lasting 8 days, and being accompanied 
by severe abdominal pain. On May 14th, she had noticed her 
abdomen enlarged, and the pain had become suddenly more 
acute. Since then there had been constant pain, accompanied 
by a brownish, gelatinous, vaginal discharge. On admission, 
the patient was pale and anemic. Her temperature was 101°8°. 
There was a hard, tender swelling in the hypogastrium, extending 
upward to 3in. below the umbilicus, filling Douglas’s pouch and 
pushing the cervix forwards. Operation: June 4th, 1902. In- 
cision per vaginam. Foul smelling clots and necrotic placental 
tissue were evacuated. Irrigation was practised and rubber tube 
drainage. Result: Recovery. Discharged June 28th, 1902. 


Case V. Mrs. D., a European aged 43, had been married 24 years. 
She had had seven children, the youngest of whom was 14 years old. 
She was seen in consultation June 13th, 1903. Her menstrual 
periods had been missed in March, April and May. She stated that 
on June 2nd she had had an abortion; she had noticed enlargement of 
the breasts, and she believed herself to be pregnant, though there had 
been no morning sickness as in other pregnancies. For two months 
she had had constant pelvic pain. On June 7th, whilst walking home 
from church, she had had a sudden agonizing pain, which caused her 
to faint on the road. She had been in bed ever since. Vaginal 
hemorrhage started on the same day, and continued throughout. 
When I first saw her she was profoundly anemic. Iler pulse was 
120, small and thready. Her temperature was normal. There was 
milk in each breast. Diarrhoea and rectal tenesmus were complained 
of with dysuria. There was a tender tumour in the hypogastrium 
and in Douglas’s pouch. A shreddy, red, vaginal discharge was 
present. Diagnosis: Ruptured extra-uterine pregnancy. I advised 
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immediate operation. This was refused, so I telegraphed to the 
husband who was absent. He replied asking me to wait until his 
return on June 15th. Early in the morning of June 15th the patient 
became again collapsed, evidently from another hemorrhage, and was 


moribund before I arrived. She died shortly before the husband’s 
arrival. 


Case VI. Mrs. B., a Eurasian, aged 31, had been married 7 years. 
She had never been pregnant. She was admitted into hospital July 
17th, 1903. Her period at the end of June had been very scanty, last- 
ing half a day instead of the usual four days. She had suffered from 
acute pain and faintness shortly after the period stopped, and there 
had been constant pain, nausea, and difficult micturition ever since. 
On admission, the patient was in great pain. The hypogastrium was 
very tender. The body of the uterus was pushed to the right by a 
tender, globular, soft mass, situated on the left side. There was marked 
vaginal pulsation. Operation: July 20th, 1903. Median abdominal 
incision. The left Fallopian tube was removed; it was greatly dis- 
tended; its walls were thickened, and it contained 12 to 15 0z. of 
blood clot. The left ovary, which contained many small follicular 
cysts, and one well marked corpus luteum, was also removed. No 
foetus was seen. Result: Recovery. The patient has been seen 
frequently since operation. She is in excellent health. 


Case VII. Madurai, a native Christian, aged 32, had been married 
15 years, and had had one child, now 10 years of age. She was ad- 
mitted to hospital November 7th, 1903. Menstruation had been 
regular up to August 1903. The September period had been sup- 
pressed, and shortly after that, irregular hemorrhage from the vagina 
had started, and this had continued up to her admission. Since the 
hemorrhage commenced she had noticed pain in the left iliac region, 
increased by exertion, and lately extending to the right side. She 
complained of dysuria and rectal tenesmus. The reason of her ad- 
mission was retention of urine. On admission, the hypogastrium was 
tender. There was a hard, tender mass behind the uterus. Opera- 
tion: November 8th, 1903. Abdominal section. A mass of clots and 
a 2 months’ foetus were cleared out from Douglas’s pouch and the 
hypogastric region. The left tube, ruptured at the junction of the 
isthmus and the ampulla, was amputated. The pelvis was irrigated. 
Result : Recovery. 


Case VIII. Mrs. S., a Eurasian, aged 25, had been married 4 


years, and had had one child, now 3 years old. The period due 


3 
| 
eg 
‘Beige 
ay 
| 
— 


Standage: Extra-Uterine Gestation in India 569 


between October 27th and November 3rd, 1903, had been suppressed. 
Hemorrhage from the vagina began on November 29th, 1903, and 
continued till admission. She had passed “ shreds and clots” four 
days before the hemorrhage. There had been no sudden pain, but 
constant pain of a grinding character. She was admitted to the 
hospital February 2nd, 1904, for hemorrhage. On admission, the 
lower part of the abdomen was tender. A ‘tender rounded tumour 
was felt behind and to the right of the uterus. There was milk in 
the breasts. The patient was observed in hospital for a fortnight. 
The pain increased, as did also the size of the tumour. The 
hemorrhage continued. Operation: February 17th, 1904. Ab- 
dominal section. Adhesions having been separated, some clots and 
foetal structures were removed from around the right Fallopian tube. 
The tube was removed and showed an accessory ostium and a diver- 
ticulum. (The case was reported in the Indian Medical Gazette for 
August, 1904.) Result: Recovery. 


Case IX. Anna Marie, a native Christian, aged 25, had had 
3 children, of whom the youngest was now 2} years old. There was 
no period in January or February, 1905, but constant severe iliac 
pain. The period did not come on in March, but the pain increased 
and the abdomen “became tight.” On March 28th, hemorrhage 
started, and “ grinding” pain for which she came to hospital March 
29th, 1905. On admission, the abdomen was markedly tender. There 
was a tender, “sausage like” swelling in the region of the left 
Fallopian tube. There was a thick, red, tenacious discharge from 
the vagina. Operation: April 1st, 1905. Abdominal section. There 
were clots in Douglas’s pouch. The left tube, unruptured, contained 
a gestation sac with a third or fourth month feetus, and was removed. 
The pelvis was irrigated. Result: Recovery. 


Cass X. Mooniama, a Hindu, aged 40, had had one child, 20 
years ago. Her menstrual history was normal. Twenty days before 
admission, having been quite well till then, whilst lifting a bag of 
grain, she had had sudden pain in the lower part of the abdomen. 
Hemorrhage came on at the same time and continued till admission, 
August 11th, 1905. The pain had increased. On admission the ab- 
domen was tender. There was a mass behind and to the right of the 
uterus, fluctuating in its upper part. Operation: August 16th, 
1905. Abdominal section. The right tube, buried in very old ad- 
hesions and fixed to the back of the uterus was enucleated and re- 
moved. It was found to be filled with recent clot. No foetus was 
found. Result: Recovery. 
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Case XI. Anthonyamah, a Hindu, aged 30, had been married 
11 years, and had had two children, the youngest being now 9 years 
old. Menstruation had been scanty and painful for three years. The 
history of recent menstrual periods was vague, but two appear to have 
been certainly missed. She came to the hospital September 25th, 
1905, complaining of 20 days’ hemorrhage and pelvic pain. Dysuria 
and rectal tenesmus were present. On admission the hypogastrium 
was very tender. There was a very tender mass in the right posterior 
quarter of the pelvis, pushing the uterus to the left. Diagnosis : 
Ruptured tubal pregnancy. Operation: September 26th, 1905. 
Abdominal section. Some clots were turned out of a filamentous sac 
adhering to intestines and omentum. The right tube, ruptured at 
the junction of the isthmus and the ampulla, was removed. Irriga- 
tion of pelvis was adopted. Jesult: Recovery. 


Case XII. Latchmamah, a Hindu, aged 40, had been married 
10 years, and had had nine children, the youngest of whom was now 
2} years old. There had been no menstruation for 3 months. There 
had been sudden pain in the lower part of the abdomen, with red 
vaginal discharge 20 days before she was admitted February 2nd, 
1906. On admission, the abdomen was tender. An elastic mass was 
felt in Douglas’s pouch, movable with the uterus. It was felt also in the 
hypogastrium, and a tube-like mass (? Fallopian tube) was felt above 
it on the left. Diagnosis: Ruptured tubal pregnancy. Operation : 
February 8th, 1906. Abdominal section. The “ tube-like” mass 
was, as surmised, the left Fallopian tube, distended and kinked on 
itself, the ampulla and fimbriated extremity being in Douglas’s 
pouch. The appendix vermiformis was adherent to the mass. In freeing 
the left tube from adhesions to the rectum and the omentum, a blood 
cast of the tube (tubal abortion) escaped from the ostium abdominale 
and was removed. A large mass of clot was removed from Douglas’s 
pouch. The left Fallopian tube was amputated. The left ovary was 
cystic and was removed. The appendix was amputated. The pelvis 
was irrigated, Lesult Recovery. 


Case XIII. Krishnamah, a Hindu, aged 22, had been married 
7 years, and had had one child, which was now 3 years old. No 
menstrual irregularity was reported. She came to hospital May 8th, 
1906, for treatment for prolapsus uteri, having travelled eight days 
by cart and rail to reach Bangalore. For the last three or four days 
she had had severe pain in the left iliac region. Vaginal hemorrhage 
had oceurred six days before admission, and she had also, whilst 
travelling, had nausea and vomiting. On admission, the cervix uteri 
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was lying in the vaginal orifice and the uterus could be easily drawn 
down, making prolapse complete. The uterus was enlarged. There 
were pain and tenderness in the region of the left ovary and down 
the left leg. There was a slight blood stained discharge. No mass 
or tumour could be felt. Operation: May 15th, 1906. The abdomen 
was opened in the median line with the object of performing ventro- 
fixation of the uterus. Much dark blood and a little blood clot were 
found in the peritoneal cavity. The left Fallopian tube, ruptured at 
the junction of the isthmus and the ampuila, with a small sur- 
rounding mass of clot blocking the rupture bole, was removed. Ir- 
rigation was carried out. Result: Recaverv. [The patient will 
return to hospital for the ventro-fixation. | 


Case XIV. Chinnamma, a Hindu, aged 30. had been married 12 
years, and had had six children, the youngest being now 5 years old. 
She had missed two periods and believed herself to be pregnant. 
Twenty days before her admission she had fallen on to the gluteal 
region. Two days later she “aborted,” passing a fleshy mass. At 
the same time, hemorrhage occurred with sudden pain. The pain 
and hemorrhage continued till her admission on July 14th, 1906. 
She had complained of painful micturition and defecation for a 
week. On admission, the temperature was 102°. The abdomen was 
tender. There was a tender rounded tumour in the left iliac region. 
Some swelling was felt per vaginam tc the left of the uterus. Owing 
to structural alterations going on in the operating room operation had 
to be deferred to July 18th. In the interval the left iliac tumour 
visibly increased in size. Operation: Abdominal section. There 
had been an intra-ligamentary rupture of the left Fallopian tube. 
The left tube, with sac and blood clot, was removed, after ligature 
of the meso-salpinx. A right hydrosalpinx was tapped. Irrigation 
was carried out. Result: Recovery. 


Cast XV. Arokiamarie, a Hindu, aged 30, was admitted to the 
hospital, July 31st, 1906. She had been married 12 years. She had 
had no children, but had had one abortion at the sixth month. She 
had missed her periods in April, May,Juneand July. She considered 
herself pregnant, but had had no morning sickness. A month ago, 
whilst rising suddenly from the sitting position, she had had sudden 
acute pain in the right iliac region. She had continued her daily work 
though the pain continued. The abdomen became greatly enlarged. A 
fortnight before admission a red vaginal discharge began. On ad- 
mission, the lower part of the abdomen was found occupied by a 
rounded, dull, tender tumour, bulging rather more to the right than 
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to the left, and rising 2 inches above the umbilicus. The flanks were 
resonant. There was milk in the breasts. The patient complained 
of rectal pain and dysuria. Diagnosis: Extra-uterine pregnancy, 
ruptured. Before the patient was put under an anesthetic the 
possibility of its being an ovarian cyst with a twisted pedicle, com- 
plicating a uterine pregnancy, was considered, owing to the tenseness 
of the tumour. This tension disappeared under chloroform. Opera- 
tion: August 2nd, 1906. Median abdominal section. The whole 
abdominal cavity from the under surface of the diaphragm to 
Douglas’s pouch, and from flank to flank, was filled with blood clot. 
Lying in the situation of the left Fallopian tube were a five months’ 
foetus and a ruptured sac and placenta. The umbilical cord was 
broken. The sac was adherent to the uterus. The adhesion was 
ligatured and the sac removed. The blood clot was ladled out of the 
abdomen, and the cavity energetically irrigated. All bleeding points 
were rapidly secured, and the operation was concluded as rapidly as 
possible, owing to the patient becoming collapsed. The time occu- 
pied was 20 minutes. Saline injections were administered under the 
breasts; strychnine was given subcutaneously; brandy and Brand’s 
essence were given per rectum. Jesult: Recovery. The patient 
suffered for some days from marked dyspnea, doubtless owing to the 
anemia. She is now (August 29th, 1906) quite well. 


These cases, I think, serve well to show the diverse ways in which 
extra-uterine gestation may present itself, and the difficulties in 
diagnosis. With a typical case no difficulty is found, but typical 
cases are rare, and one looks eagerly for one sign or symptom common 
to every case. As I remarked above, the ordinary symptoms of 
pregnancy are by no means applicable to this condition, and, if it is 
difficult, in certain cases, to prove pregnancy at all, it is hard 
indeed to declare with certainty that it exists outside the uterus. 
Hemorrhage is frequently, though not invariably present, but 
hemorrhage is by no means distinctive. Indeed, asked to name one 
condition which more than any other would lead me to suspect extra- 
uterine gestation, I would unhesitatingly reply “tenderness of the 
abdomen.” If, on placing the hand on the hypogastrium, in a case 
of obscure, acute pelvic trouble, the patient cries out or complains of 
great pain, my decision is at once biased in favour of an extra- 
uterine pregnancy. Other signs may negative this first impression, 
but it has frequently been right. The notes from which I have ab- 
breviated the above 15 accounts were written by several different 
assistants, but in every one the word “ tenderness ” occurs, and I hail 
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it as the only sign present in 100 per cent. of my cases. Of other 
physical signs a tender pelvic tumour, behind or to one side of the 
uterus, is the most constant. It was present in every one of my cases 
except No. XIII.,in which the blood was mostly fluid and the amount 
of blood clot small. Enlargement of the uterus was noted in several 
of the cases, but I confess to attaching but little value to it as a sign 
of extra-uterine gestation. The uterus may be chronically enlarged 
from other causes, and, in many cases it is impossible to differentiate 
the uterus from the general mass without unjustifiable manipulation. 
I attach more importance to the colour of the genital mucous mem- 
brane. 


The following is a summary of the signs and symptoms as they 
occurred in my 16 cases :— 


(2) Tenderness of the abdomen was marked in 15 cases or 100 per cent. 

(b) A tender pelvic tumour was found in 14 cases or 93°3 per cent. 

(c) Irregular, more or less profuse hemorrhage was noted in 14 cases 
or 93°3 per cent. 

(d) Cessation of normal menstruation occurred in 13 cases or 86°6 per 
cent. 

(e) A sudden attack of pain, more or less severe, occurred in 11 out 
of 14 ruptured cases or 78°57 per cent. 

(f) Dysuria was complained of in 7 cases or 46°6 per cent. 

(g) Vague pelvic pains, before rupture, occurred in 6 cases or 40°0 per 
cent. 

(h) Painful defecation, or rectal tenesmus occurred in 6 cases or 
per cent. 

(«) A history of abortion, presumably the expulsion of a decidual 
cast, was elicited in 5 cases or 33°3 per cent. 

(7) Milk was found in the breasts in 4 cases or 26°6 per cent. 

(k) Collapse, compelling the patient to go to bed, occurred in 3 out of 
14 ruptured cases or 21°4 per cent. 

(l) Morning sickness was complained of in no case. 


As regards (6) in this list I must explain that I do not regard the 
tenderness of the tumour, noted in so many of my records, as specially 
suggestive of extra-uterine gestation, for, there are, of course, many 
other tender pelvic tumours. It is a marked tenderness of the surface 
of the abdomen which I would emphasize as indicative of the con- 
dition under discussion, and especially after rupture. In looking 
through my notes I find the following cases in which a diagnosis of 
extra-uterine pregnancy had to be considered :—(1) Retroversion of 
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gravid uterus, (2) Pelvic abscess, (3) Pyosalpinx, (4) Suppurating 
ovarian cyst, (5) Ovarian cyst with twisted pedicle, (6 Intra-uterine 
pregnancy with threatened abortion and pelvic peritonitis, and (7) 
Dermoid cyst. In most of these I was led, by other features of the 
case, to the right diagnosis before operation, but in one case of pyo- 
salpinx I opened the abdomen fully impressed with the idea that I 
should find a tubal pregnancy. This was in a young married Eura- 
sian woman, aged 19, the mother of one child 2 years old. The points 
in the diagnosis were (a) abnormal menstruation for 8 months, with 
total amenorrhea for one month, (b) a sudden attack of pain at the 
time when the last period was due, and (c) a tender lump behind and 
to the left of the uterus. The abdomen was not markedly tender. 
At the operation both tubes were found distended, adherent to the 
uterus and broad ligament, and filled with pus, and there was free 
hemorrhage into a follicular cyst of the left ovary. Both tubes and 
the left ovary were removed and recovery was uninterrupted. 

Of the 15 cases I report there was only one in which the diagnosis 
was obscure, and in which the abdomen was opened without fore- 
knowledge of the condition found. I refer to Case XIII., which, like 
Case XV., forms an interesting object lesson of the absence of 
symptoms so frequent in natives of India. In three cases, Nos. 2, 6 
and 10, the diagnosis was unconfirmed, as a microscopical examina- 
tion was unattainable, and in one case, No. 5, no operation was per- 
formed. In the other cases the diagnosis was confirmed by the dis- 
covery of a foetus or membranes or by the evidence of a ruptured 
tube. 

Rupture of the tube, in each case in which it was found, occurred 
at the junction of the isthmus and ampulla. Usually there was a - 
clean cut hole through the coats of the tube, looking as if it had been 
punched out. In one case, No. III., the muscular coat only was in- 
volved in the rupture of the sac, and in no case was the lumen of the 
tube occluded, which facts, to my mind, indicate that the site of the 
gestation sac is in the tube wall, not on the tubal mucosa. Even in 
Case IX., in which a foetus, in an unruptured sac, was found on open- 
ing the tube, the lumen of the tube was not obstructed, and the sac 
was not opened by the scissors which cut through the upper wall of 
the tube. I regarded the site as intra-mural, as the tubal mucosa was 
apparently continued over that part of the sac which protruded into 
the lumen. I regret that a microscopical examination was un- 
unfortunately not attainable (see Fig. II.). In Case VIII. the tube, 
after removal, showed both an accessory ostium and a diverticulum. 
Gestation had apparently occurred in the former, and intra-peritoneal 
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rupture of the sac occurred early in the second month (see Fig. 1.). 
Case XV. I regard as a very late tubal abortion, with secondary 
rupture of the sac before it had become adherent in the abdominal 
cavity. As will be seen from the notes, the foetus and placenta were 
practically free in the abdominal cavity (Fig. III.). It was im- 
practicable to inspect the tubes and ovaries in this case, as they were 
buried in a mass of adhesions,and the woman was obviously in no 
condition to stand a prolonged operation. 

As regards operation, my conviction is that it is indicated in every 
case in which extra-uterine pregnancy is diagnosed. It is possible 
that several of the cases in which I opened the abdomen would have 
recovered without that assistance, but it is also possible that their 
later condition would have been that of Case I. or Case V. With the 
long continued misery of the former, and the tragedy of the latter as 
examples, I do not feel justified in recommending an expectant 
method in any case. In these days, a patient has a right to expect 
from the surgeon a certainty of relief, not only from the distress of 
the present trouble, but from the more remote possibilities of pelvic 
abscess and secondary rupture and hemorrhage. In these 15 cases, 
I advised abdominal section in every case except those (Nos. I., II. 
and IV.) in which I suspected sepsis. I lost no case after abdominal 


section ; in one very septic case the patient died after drainage by the 
vaginal route, and one patient died in whose case operation had been 
refused. Excluding the latter, the death rate is 7°1 per cent., which 
is sufficiently low to encourage me to continue to advise operation in 
every case. 


Fic. I. The anterior surtace of the right Fallopian tube removed in Case viii. 
This shows a small cyst-like prominence at the uterine end of the tube, which, when 
laid open, was found to be a diverticulum lined with tubal mucous membrane. The 
site of the attachment of the sac, which point is also the opening of an accessory 
ostium, is seen nearer the obliterated fimbriated opening. 


Fic. I.(a). Shows the right Fallopian tube, removed in Case viii., laid open by 
an incision along its upper surface. The uppermost bristle is merely for suspending 
the specimen. The middle one is passed through an opening in the mucous membrane 
into the cavity of the diverticulum shown in Fig. I. The lowest bristle goes through 
an opening in. the mucosa, situated about one inch from the obliterated fimbriated 
extremity, and connecting the lumen of the tube with the peritoneal cavity. This 
is an accessory ostium. 


Fic. II. The left Fallopian tube, and gestation sac, with foetus in situ, removed 
from Case ix. The left lower thread passes through the tube wall near the fimbrie, 


the right one through the sac. The upper thread supports the tubal mucosa and the 
sac, 


Fic. IIT. Foetus, sac and placenta found free in the abdominal cavity in Case xv. 
The lower portion of the placenta was adherent to the left cornu of the uterus. 
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On Repeated Extra-Uterine Pregnancy, with Notes 
of Two Cases. 


By Joun A. Kynocu, M.B., F.R.C.P., F.R.C.S. (Edin.), 
Professor of Obstetrics and Gynecology, University of St. Andrews. 


A review of the literature published during the past decade on 
extra-uterine pregnancy shows that every possible variation may be 
observed in this condition. Cases have been reported of repeated 
ectopic pregnancy in the opposite tube; of its recurrence in the same 
tube; of simultaneous pregnancy in both tubes; of tubal and uterine 
pregnancy coinciding ; and even of pregnancy occurring in the stump 
remaining after an operation for the removal of a gestation sac. 
So far, no authentic case of ectopic gestation occurring three times 
in the same patient has been recorded. The most frequent form of 
repetition is in the opposite tube, of which I have met with two 
examples. 

Since attention was specially directed to this condition by 
Olshausen, fifteen years ago, a large number of cases has been 
published, proving that its occurrence can no longer be regarded as 
one of great rarity. In 1901 Pestalozza collected 111 cases, and the 
following recently published figures are available for statistical 
purposes : 


8 repeated. 


Engstrom 80 
Beyser 50 
Orthmann 

Reifferschied 

Diihrssen 

Haultain 


These figures show that in a series of cases of ectopic pregnancy 
it may be expected to recur in the same patient in from 5 to 6 per 
cent. of the total. 
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The shortest period reported to have elapsed between recurrent 
tubal gestation is six weeks as shown by Zangemeister’s case, while 
the longest interval is five years as quoted by Kokmann. Coe, how- 
ever, reports a case where there was an interval of twelve years 
between two tubal pregnancies on the same side. Wells has col- 
lected 99 cases to ascertain the average interval between recurrence, 
which he found to be two years. 

The occurrence of an ordinary uterine pregnancy following an 
extra-uterine pregnancy is not uncommon. Doran reports three 
such cases, and two examples have come under my own observation. 

A normal pregnancy in the interval between two celiotomies for 
ectopic gestation is much rarer. The second case here reported is 
an example, and similar cases have been published by Kokmann and 
Orthmann. 

The following are the notes of my cases : — 


Case 1. Mrs. C., aged 30, was admitted to the gynecological 
department of the Dundee Royal Infirmary on Jan. 19th, 1900. She 
complained of intermittent pain in the left iliac region with irregular 
hemorrhagic discharge of one month’s duration. She had been 
married fourteen years, and had had six children; no miscarriages. 
Menstruation had always been regular except during pregnancy, 
and had been unassociated with any special discomfort. The last 
normal period had occurred ten weeks before admission, and for a 
month before coming under observation she had complained of the 
above symptoms. The pain was sudden in onset, severe in character, 
and aggravated by movement of the bowels. On admission the 
temperature was 98°4, pulse 102, urine normal. The abdomen was 
soft and pain was elicited on deep palpation of the left iliac region, 
where an ill-defined resistance could be felt. The uterus was some- 
what fixed and pushed to the right by a swelling in the left side of 
the pelvis, the tumour being distinctly felt through the left fornix. 
Further examination under chloroform showed that the swelling was 
about equal in size to a large orange, close to the uterus, and appar- 
ently occupying the left broad ligament. The case was regarded as one 
of hematoma in the left broad ligament—the result of a ruptured 
tubal pregnancy at about the sixth week. It was decided to allow 
absorption to take place rather than treat the case by operation. 
After two months’ rest in bed, some thickening felt through the left 
fornix was all that remained to represent the previous condition. 
The patient left the hospital well, ten weeks after admission. She 
continued in good health, and menstruation was regular during 
the subsequent eighteen months. 
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Seconp Ectoric GESTATION. 


Patient was re-admitted to the hospital on September Sth, 1901. 
She complained of pain in the right iliac region of five weeks’ dura- 
tion. She had gone one week past the expected menstrual period 
when the pain began, and it was followed by hemorrhagic uterine 
discharge. She gave a history of having passed two pieces of mem- 
brane with the discharge a few days after the onset of the pain. 
This was followed by temporary relief, but the pain recurred from 
time to time up to the date of admission. Examination under 
chloroform showed that the uterus was directed to the front, movable, 
andslightly enlarged. There was no undue pulsation of the uterine ves- 
sels,and both lateral fornices appeared to be free from any swelling. 
Posteriorly and slightly to the right of the uterus there was felt, 
however, a fixed, tender swelling about the thickness of the fore- 
finger. On rectal examination this swelling appeared to be more like 
an inflammatory thickening of the utero-sacral ligament than a 
' distended tube, and for this reason it was decided to postpone 
operative interference. The patient was kept in bed for six weeks, 
during which period she had intermittent attacks of pelvic pain 
accompanied with irregular hemorrhagic discharge. There being 
no diminution in the size of the swelling the condition was regarded 
as tubal gestation and operation decided on. Ccliotomy was per- 
formed on October 5th, 1901. The right tube was found to be 
adherent, and distended to the thickness of the thumb. It was 
removed along with the corresponding ovary. The left uterine 
appendages were adherent and the upper part of the broad ligament 
was thickened. The left tube and ovary were not removed. Re- 
covery was satisfactory and the patient was discharged well, on the 
19th November. Professor Sutherland kindly examined the enlarged 
tube, microscopically, and finding small decidual cells he was able 
to corroborate the diagnosis. 

Although the diagnosis of the first ectopic gestation in this case 
rests on clinical grounds, yet it seems probable that the course of 
events was as follows:—A six weeks’ ectopic gestation in the left 
tube, rupturing into the corresponding broad ligament and forming 
a hematoma, which became absorbed in the course of two months; 
eighteen months’ subsequent good health and a recurrent pregnancy 
in the right Fallopian tube. 


Case 11. Mrs. C., aged 36, was admitted to the gynecological 
department of the Dundee Royal Infirmary on November 19th, 1902. 
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She complained of pain in the right lower part of the abdomen with 
uterine hemorrhage, the former of about five weeks’ and the latter 
of twelve days’ duration. Menstruation began at 17, was of the 
28-day type, and its average duration was a week. The last period 
terminated at the end of August, 1902, that due in September was 
missed, and about the middle of October she first felt the pain com- 
plained of. She had had five full-time children and three miscarriages, 
the last at the third month a year and a half before admission. The 
pain in the right iliac region was of sudden onset, severe and down- 
bearing in character. Her previous health had been good, except 
that on three occasions she had been in hospital for what was regarded 
as “ovaritis” apparently dating from a previous confinement. 
On examination it was noted that the patient was anemic, the right 
breast contained milk, but there was no history of sickness. Pulse 
84; temperature 99 degrees. There was marked tenderness on 
pressure over the right lower part of the abdomen. The uterus 
was slightly enlarged and movable. In the right fornix there were 
felt distinct arterial pulsation and a tender doughy swelling equal 
in size to a hen’s egg. Beyond some tenderness there was nothing 
abnormal felt in the left fornix. The condition being diagnosed as 
ectopic gestation, celiotomy was performed on December 2nd, 1902. 
The right tube was found distended with blood-clot; no embryo was 
discovered, and there was only a small quantity of blood in the 
pelvis. The left tube and ovary appeared normal and were not 
removed. The patient was discharged on December 27th, 1902. 
She continued well. Menstruation returned two months after leav- 
ing hospital and continued regular till the beginning of March, 1904, 
when she again became pregnant. She was delivered (with forceps 
at the outlet) of a full-time healthy male child on December Ist, 
1904. The patient suckled her infant for nine months. Menstrua- 
tion returned in September, 1905, and continued regular till May, 
1906. 


Sreconp Ectroric PREGNANCY. 


Patient was re-admitted to the hospital on May 21st, 1906. She 
had had pain in the left ilac region for five days, and also 
hemorrhagic discharge of a fortnight’s duration. The menstrual 
period expected at the beginning of May had been delayed for a week. 
On examination, the uterus appeared slightly enlarged, and there 
was a considerable amount of dark-coloured blood escaping from the 
cervix, but nothing definite was made out in the pelvis. She was 
kept in bed till the 30th May, during which time the bleeding and 
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pain continued intermittently. A considerable doughy swelling was 
now felt through the posterior fornix, which was regarded as a 
hematocele,—the result of a left-sided tubal abortion. Cceliotomy 
was performed on June Ist, 1906. On opening the peritoneal cavity 
a large amount of blood escaped, and more was removed from the 
pelvis. On drawing up the left appendages the tube was found 
enlarged to the size of an orange by a blood-clot which surrounded 
its patulous fimbriated extremity and produced a typical peritubal 
hematocele. Both tube and ovary were removed in the usual way 
and the patient was discharged well, on June 27th, 1906. 

The record of such cases gives rise to the practical question: 
Should the apparently sound tube be removed at the first operation 
so as to prevent a future tubal gestation? Haig Ferguson thinks 
“that the proper course is to remove the appendages of the opposite 
side as well,” and Reed advises the same practice “owing to the 
frequency of recurrence, for the desquamative salpingitis which is 
the cause of the extra-uterine gestation in one, without doubt exists 
in both tubes.” But the frequency of recurrence is not great, and 
the importance of salpingitis as an etiological factor is quite un- 
certain. Most authorities question the necessity for interfering 
with the apparently healthy appendages of the opposite side. The 
subject has recently been discussed at the Vienna and London 
Obstetrical Societies; in the former Schauta, and at the latter 
Cullingworth, Doran, Spencer and others expressed themselves in 
favour of leaving the unaffected tube. The second case which I 
have reported shows that a perfectly normal pregnancy may follow 
unilateral removal of the tube for ectopic gestation. Further, such 
removal is no guarantee that gestation may not even recur in the 
stump of the tube removed. Lesse and Hofmeier have each reported 
such an occurrence, and Morbit has recorded a case where tubal preg- 
nancy occurred on the same side where two and a half years pre- 
viously the appendages had been removed for pyosalpinx. 

The well-being of a patient after the occurrence of an extra- 
uterine gestation might be sufficiently safeguarded if she reported 


herself as soon as the early signs of a recurrent pregnancy manifested 
themselves. 
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Plate I. 


Showing rupture of gravid right rudimentary cornu 
uteri, from behind. 


A, Amputation line. 

B, Ovarian ligament. 

C Corpus luteum verun, 

Notice universal attachment of chorion frondosum. 
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The Pathology of Cornual Gestation. 
By Curusert Lockyer, M.D., B.S., F.R.C.S., M.R.C.P., 


Senior Physician to Out-patients, Samaritan Free Hospital for 
Women, London; Hon. Gynecologist, St. Mary's Hospital, 
Plaistow, §c. 


In the June number of this Journat, my colleague, Mr. Alban Doran, 
recorded a case of cornual gestation which ended in rupture during 
examination in my out-patient clinic at the Samaritan Hospital, 
London.* The patient was operated upon by Mr. Doran with my 
assistance, and subsequently bore a child to term in the opposite 
cornu. The specimen obtained by operation was entrusted to my 


care, and I purpose in this paper to describe its macroscopic and 
microscopic features. 


Appearances of the Specimen to the unaided Eye. 

The appearances of the specimen as seen at the time of operation 
have been described by Mr. Doran in this Jovurnat, vol. ix., No. 6, 
p- 449. The following description (see Plate I.) applies to the 
museum preparation after it had been preserved in Kaiserling-Pick’s 
solution. The measurements will therefore differ from those taken 
at the time of operation on account of inevitable shrinking. The 
general shape of the horn has not, however, been altered, and Mr. 
Doran’s comparison to the shape of a paper fruit-bag still holds 
good. In other words the ruptured cornu is a nearly square struc- 
ture with the laceration in its wall occupying the whole width 
of the upper border. From the edge of the rupture to the cut 
surface (which passed through the pedicle) the shrunken sac measures 
three inches. From side to side the rupture measures three inches, 
whilst the width of the lower border of the cornu to which the 
pedicle was attached is two inches and a half. The Fallopian tube 
measures 3} inches. It is neither increased in length nor unduly 
thickened. Its attachment to the cornu is situated half an inch in 
front of the edge of the rupture. The ovarian ligament is only 
a quarter of an inch in length; it is attached to the sac near the 
pedicle, and therefore lies a considerable distance from the attach- 
ment of the Fallopian tube, the two insertions being separated by a 


*“Cornual Gestation; Rupture; Pregnancy in Opposite Cornu after Operation,” 
vol. ix., p. 448. 
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distance of two inches. The insertion of the round ligament is on the 
anterior aspect of the sac and lies one inch from the attachment of 
the tube and one inch and a half from that of the ligament of the 
ovary. The round ligament has been cut too close to the uterus to 
allow of measurements being taken. The ovary measures an 
inch and three quarters in width at its hilum, whilst its vertical 
measurement is an inch and a quarter. It contains a corpus luteum 
verum which measures three quarters of an inch by half an inch. 
There is no marked development of a parovarium. The fetus lies 
in a closed amniotic sac (see Plate II.), and measures three and 
a half inches. The amniotic sac is covered in places by adherent 
blood-clot. The placenta is very diffuse. There is no differen- 
tiation into chorion frondosum and chorion leve. The fetal 
aspect of the placenta is smooth, being represented by the chorion 
from which the amniotic bag has been stripped off during expulsion 
of the fetus. The blood on the amniotic bag shows that there had 
been hemorrhage into the chorio-amniotic space. It was probably 
due to this that the amniotic bag was shed in its entirety. 

The wall of the gestation sac varies greatly in thickness. To- 
wards the attachment of the pedicle (lower pole) it is half an inch 
thick, even in the contracted state; but at the upper pole the muscu- 
lature shades off to the thickness of tissue paper. As already stated 
by Mr. Doran, the pedicle is quite solid, there is no sign of canaliza- 
tion, and microscopic sections reveal no presence of a canal. It 
contains several very large vessels, especially on the side corre- 
sponding to the attachment of the broad ligament. These vessels 
have enormously thickened walls. The musculature of the sac at 
the site of attachment of the pedicle shows hypertrophy of the 
muscle-bundles together with intra-muscular cedema, the latter being 
most marked in the neighbourhood of large vessels, 

One of the most striking histological facts revealed by a study 
of the microscopical sections of this specimen is the total absence 
of anything which can be called a uterine mucosa or a decidua 
basalis. The chorionic villi are directly implanted on the uterine 
muscle by proliferating masses of Langhans’ cells. At the point 
where these cells come into contact with the muscle the latter is 
intensely injected with large inflammatory cells, intermixed with 
cells of fetal origin, which form a peripheral infiltrating zone. 
The muscle tissue immediately underlying this infiltrated zone is 
seen to be in a state of cloudy swelling. The appearances are 
largely those of an ordinary inflammatory process, and in the words 
of Heinsius, quoted by Russell Andrews, they seem to be the result 
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Plate IT. 


Showing closed amniotie sac. 
C, Umbilieal cord. 


F, F, Fetus. 
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of an attempt to afford as good a bed as possible for the development 
of the ovum. 

The walls of the pregnant cornu are thicker than those of a 
gravid tube. On that account this specimen of ruptured cornual 
pregnancy affords us an excellent opportunity for studying the 
eroding action of the ectodermal tissue upon the muscularis and 
vascular structures. Of Kehrer’s 82 cases about 40 per cent. rup- 
tured early ; but, in spite of this large amount of material, no careful 
study was made of the processes leading to rupture. Indeed, Kehrer 
suggested that the rupture begins as a peritoneal fissure, and further 
observes that since the placenta is very seldom attached to the site 
of the rupture it cannot cause the rupture, but he notes that Freund 
has shown that the placental site is much thinner than the rest of 
the uterine wall. Nevertheless, the idea of this thinning being due 
to the eroding action of the placental tissues on the muscular wall 
never seems to have occurred to him. 

In the present specimen the placenta is universally attached to 
the whole surface of the sac-wall, and since rupture must have 
followed the lines of least resistance the reason that it occurred 
through the upper pole is due to the well-recognized fact that this 
part of a rudimentary horn is always the thinnest. In this ana- 
tomical detail an atresic horn differs from a normal uterus, where 
during labour the upper retracting segment has the power of 
drawing up and thinning out the lower yielding segment. This 
polarity must be a late development in the normal uterus, since no 
such arrangement exists in a rudimentary horn even when it is 
eanalized. If anything like retraction and relaxation goes on in 
an atresic horn, I should say that its action would be the reverse 
of normal, and that the thicker lower zone, where the uterine muscle 
is much better developed, would help to determine rupture in the 
upper part of the sac. Owing to the greater thickness of muscle 
wall in a rudimentary pregnant horn, as compared with that in a 
gravid tube, we have in the case of a ruptured cornual pregnancy 
an admirable opportunity of studying those very processes of em- 
bedding of the ovum about which so much has been written during 
the last few years. My own observations on the histology of rudi- 
mentary horns lead me to refute the statement of other observers 
who assert that the mucosa is perfect in these structures. A non- 
gravid horn with a cavity of considerable size contained no vestige 
of normal glandular mucous membrane, and in the present specimen 
there is no mucosa to be found, and consequently no decidua com- 
pacta. The rudimentary horn which forms the gestation sac in this 
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instance is comparable from this point of view to the Fallopian tube 
in which, as is well known, there is no submucosa beneath the plice. 
Now it is from the mucous membrane of the normal uterus that the 
decidua compacta is derived, and it is due to the protecting influence 
of the latter that the chorionic villi do not erode the uterine muscu- 
laris. The absence of decidual formation as a compact layer is 
quite sufficient to explain the invasion of the muscularis in the 
Fallopian tube and rudimentary horn; the villi in each case dissect 
up the muscle layers and open into the vessels and lymphatics in 
search of adequate nutrition. The behaviour of the chorionic villi 
and of the fetal ectoderm whilst invading the muscularis of the 
Fallopian tube has been well described by Russell Andrews and by 
Comyns Berkeley and Bonney, and the study of the present specimen 
of ruptured horn enables me to verify and supplement the work of 
these writers. As already hinted, owing to the fact that the wall 
of a rudimentary horn is so much thicker than that of the Fallopian 
tube, the malignant-like invasion of the foetal tissues can be studied 
at greater length and in fuller detail in the case of the former. One 
fact stands out most prominently—the behaviour of the foetal ecto- 
derm in each case is strictly analogous and identical. There is, first 
of all, a total absence of anything like a decidua, and from this it 
must be argued that the mucosa such as was present was extremely 
rudimentary. I have been able to prove from a series of 367 serial 
sections cut through a very early (probably 5-6 days) uterine gesta- 
tion that the embryonic vesicle and its chorionic offshoots do not 
reach anywhere near the muscularis of the uterus. The uterine 
mucosa in my sections is }ths of an inch thick, and the depth of the 
mucosa between the embryonic vesicle and the muscle measures 
a quarter of an inch. In the sections of the gravid horn the villi 
apply themselves directly to the muscularis by means of clusters of 
ectodermal cells. To what depth embedding occurs it is im- 
possible to determine until a gravid rudimentary horn is discovered 
in the early days of gestation; but it is quite certain that the layers 
of irregularly arranged muscle fibres which immediately invest the 
cavity of the horn are soon profoundly changed under the influence 
of invading epiblast. These changes are comparable to that which 
occurs in the uterine mucosa around the sprouting embryonic vesicle. 
On examining my specimen of early human gestation I find that 
the young chorionic villi, which appear as finger-like processes of 
the vesicle, lie in a fibrinous reticulum composed of degenerate and 
necrosed maternal mucosa. This necrotie zone of maternal mucosa 
everywhere surrounds the vesicle; but, owing to the fact that the 
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Plate LV. 


A, A!, Margin of uterine wall lining cavum uteri. 
B, Actual rupture of large vessel by foetal tissue. 
, Chorionic villus in a venous space. 
D, Syncytial mass in venous space. 
¥, E', Vessel wall showing displacement of endothelium 
by feetal ectoderm. 
F, Fetal cells filling lumen of venule. 
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vesicle lies very near the free surface of the mucous membrane in 
which it is embedded, the decayed zone is thicker on that side of the 
embryo which points towards the uterine muscle. The area of peri- 
pheral necrosis is surrounded by a layer of fibrin which shuts it off 
from the rest of the mucous membrane. The latter, however, is in its 
turn profoundly influenced for a considerable distance around the 
vesicle. The lymphadenoid reticulum has taken on decidual re- 
action, large blood sinuses appear, the tubular glands are undergoing 
destruction or have practically disappeared. This decidual zone 
shades off gradually into the surrounding hypertrophied and con- 
gested mucous membrane, which again is succeeded by cedematous 
muscle. In the normal uterus, therefore, the brunt of the changes 
incidental to embedding is borne by the mucous membrane, which 
acts as an efficient cell-sheet in limiting the necessary destruction 
of maternal tissues, so that the only effect produced upon the muscle 
at the site of implantation is one of marked edema by which the 
muscle bundles are teased widely apart. As already stated, the 
effect on the muscle is quite different in the case of the rudimentary 
horn, where, in the absence of a mucous-bed, the ovum has to seek 
its nutrition directly from the muscular tissues. This is a task 
which it can perform very satisfactorily from its own point of view; 
it is the gestation-sac which suffers and not the embryo, and, in my 
opinion, this is due to the primary mal-development of the mucous 
membrane. In a well-developed horn pregnancy will go to term. 
In a feebly developed horn the muscle wall will rupture as the result 
of its destruction and its displacement by the foetal tissues. In the case 
before us we have a truly atresic horn with a very imperfect mucous 
membrane, the muscular wall of which is relatively thin at the upper 
pole and considerably thickened towards the atresic lower pole. 
Conception has taken place and the upper pole has ruptured. In 
the language of histology this latter fact may be expressed by saying 
that the maternal barrier of mucous membrane which normally 
surrounds the trophosphere is wanting, leaving only muscle tissue 
to combat the invasion by the trophoblast. Our next duty, there- 
fore, is to study in detail what changes occur in the muscle when 
so invaded. 

Regarding the muscle wall as a barrier to invasion by the fetal 
ectoderm, a study of the drawings will show at once that the weakest 
points in the line of defence are found to be the vessels. 

Plate IV. shows a point of attachment of the placenta to the 
muscle wall of the cavum uteri. Two large vessels are seen opening 
on the free surface A—A!. At the free surface of the uterine 
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cavity these vessels form spacious estuaries, into which pass arboreal 
prolongations of chorionic villi. These chorionic branches are seen 
to traverse the vascular channels throughout the entire thickness of 
the section. B shows a large vessel cut at right angles, the walls 
of which have given way before an invading cluster of Langhans’ 
cells. The endothelium of the vessels has been replaced by em- 
bryonic cells, which in places form large clusters many cells in 
thickness (vide E!). Syncytial masses present occasionally amidst 
the muscle bundles (D). Discrete foetal cells are to be found filling 
the lumina of some of the venules, whose walls still retain their 
endothelium. (F) and Plate V. (C). The muscle tissue lying between 
and around the dilated vessels which have thus become “‘embryo- 
nized”’ presents on the surface as club-shaped pillars (Plate LV., D). 
These pillars of muscle often become cut off from the rest of the 
uterine wall by the confluence of adjacent sinuses at their base, so 
that it is not infrequent to find islands of muscle of considerable 
size lying amidst and surrounded on all sides by chorionic villi. 
Such islands necessarily die, providing in miniature, multiple ex- 
amples of necrosis en masse. Plate VI. illustrates a muscle pillar 
simultaneously attacked in front and in the flanks by invading fetal 
tissues, whilst forerunners and outposts in the shape of ectodermal 
cells are cutting it off from its base (B). The periphery of the pillar 
is invaded by a zone of foetal cells continuous at F with the Langhans’ 
cells belonging to “fastening” chorionic villi. The central tissue 
of the pillar is undergoing the same cloudy swelling and fibrinous 
degeneration that I have mentioned as occurring in the zone of 
mucous membrane immediately surrounding the trophosphere in 
normal uterine gestation. I have no doubt that in the earlier stages 
of gestation—long before rupture of the muscle wall occurred—it 
would have been possible to demonstrate a definite cell-sheet or zone 
of protection around the trophosphere. Such a line of demarcation 
is plainly seen in the shape of a relatively dense band of fibrinous 
tissue and blood surrounding the necrotic area of uterine mucosa 
which limits the embryonic vesicle in my sections of early uterine 
gestation. Comyns Berkeley and Bonney have clearly demonstrated 
this membrane around intra-mural gestation sacs in their admirable 
study of tubal implantation. In the present instance, however, the 
invasion of the muscle is so extensive that the latter is too much 
broken up to present anything like a continuous cell-sheet, but from 
its existence in fragments at numerous points we can infer that it 
originally formed a continuous zone. This structure, which was 
originally described by Nitabuch, and which I first demonstrated in 
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A, Large cleft in uterine muscle occupied by chorionic 
villi. Note abundance of Langhans’ cells. 

B, Foetal cells between muscle bundles. 

C, Fetal cells in lumen of venule. 
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Plate VI. 


Showing one of the muscular pillars with two fastening 
villi attached by means of foetal (Langhans’) cells. The 


periphery of the “pillar” is invaded by feetal cells. Its 
centre shows commencing necrosis. 
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my series of lantern slides illustrating the relationship between 
vesicular mole and chorio-epithelioma at the Obstetrical Society in 
1903, is composed in the present instance of muscle fibres which 
have undergone fibrinous degeneration, together with ectodermal 
cells. As already stated, in the present specimen the gestation is 
too far advanced to afford a good demonstration of this membrane. 
The musculature in this specimen, moreover, is too irregular to 
demonstrate a point well brought out by Comyns Berkeley and 
Bonney, viz., the delamination of the muscular wall by the trophoblast 
in circular zones, but the method of invasion of muscle by discrete 
ectodermal cells is nevertheless quite in agreement with the above 
observation on tubal implantation; that is to say, the muscle bundles 
have been teased apart by edema, and in the clefts so formed between 
the individual bundles are seen foetal cells running in longitudinal 
columns. Such spaces differ from veins and lymphatics in having 
no definite lining membrane. Plate V. shows an intra-muscular 
space occupied by an outrider in the shape of a chorionic villus. 
There is no endothelial lining to this cavity. The villus has evi- 
dently broken through a vessel wall and taken a course of least 
resistance along an intra-muscular channel prepared for it by the 
transudation of edema-fluid. 

Whilst on the subject of the behaviour of the muscle wall in 
response to chorionic invasion, it is worthy of note that the individual 
muscle fibres fail altogether to provide a decidua compacta. The 
muscle nuclei swell up and even become vesicular. The individual 
fibres also become edematous, and ultimately undergo fibrinous 
degeneration, but the characteristic decidual cell is never evolved 
from a muscle-cell. The intra-muscular connective tissue presents 
markedly cedematous characters, and some of the branched connec- 
tive-tissue cells assume a distinctly decidual appearance; but, again, 
these separate cells never join up to form a compact decidual lamina. 
It is in the edematous intra-muscular connective tissue that the 
majority of the discrete ectodermal cells are found, their arrangement 
to the muscle fibres being sometimes very intimate (Plate V., B). 
This relationship is analogous to that described by Comyns Berkeley 
and Bonney as concentric delamination of muscle tissue. Such cells 
are seen at times in clusters external to the endothelium of vessels 
which are intact. They have reached such a destination vid the 
intra-muscular connective tissue, which under the influence of 
edema, forms spacious lymphatic channels for the universal dis- 
semination of individual fetal cells. Such cells have been regarded 
as decidual cells again and again, and decidual reaction of the cells 
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of vessel walls has been spoken of by Schambacher when referring 
to the same appearances. A great deal of confusion has arisen from 
the fact that foetal cells have been taken for decidual reaction in 
maternal tissues, and various authors have attempted to lay down 
explicit rules by which a swollen connective-tissue cell may be dis- 
tinguished from one of epiblastic origin, but the only trustworthy 
method of deciding upon cells of doubtful histogenesis is to employ a 
large number of serial sections, by means of which wandering discrete 
cells may be traced to their source of origin. In the present speci- 
men the amount of decidual change in the intra-muscular connective 
tissue is so slight and so localized that I have not thought it worth 
while to illustrate the change by a drawing, and, as I have said 
before, nothing corresponding to a decidua compacta is to be found 
anywhere. In conclusion, the behaviour of the muscular wall of a 
cornual gestation sac immediately subsequent to rupture is worthy 
of mention. Reference to Plate III. (M M?') will show that the 
thinned-out musculature is thrown into ‘deep convolutions pre- 
sumably by a sort of contractile recoil taking place when rupture 
occurs or some time before actual rupture. At F will be seen a 
cleft formed by one of the largest folds already filled from without by 
fibrinous material formed from plastic lymph and blood-clot. Now, 
inasmuch as the operation was performed within about three hours 
of the rupture, this semi-organized material could not have taken up 
this position or attained even such an elementary degree of organiza- 
tion as it has done subsequent to the laceration of the gestation sac. 
This points to the formation of the muscular convolutions as taking 
place prior to the rupture itself, and inasmuch as such pleating or 
folding of the sac wall could only have been brought about by 
muscular contraction, it would seem to point to the latter being a 
causal factor in bringing about the actual laceration. It is a curious 
fact, not easy to explain, that whilst the muscle on one side of the 
laceration (A, Plate IIT.) is thinned out to a knife-edge, on the oppo- 
site side (A?) it ends in blunt thick pillars. It may be that on the 
side A!, the muscle wall being of normal thickness and not eroded 
or thinned, the contractile recoil tended only to thicken still more 
in individual fasiculi, so that the muscular contraction which threw 
the thin part of the sac into convolutions produced an actual 
thickening of the thicker part of the sac wall. The edge on both 
sides of the rupture is capped with fibrin, so that no doubt nature 
had provided a covering of lymph over the weak spot in the gestation 
sac, and into this plastic lymph blood had exuded sometime before 
the escape of the ovum. The latter occurred during bimanual pal- 
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Plate IIT. 


Entire section through the rupture. 

A, Al, Edges of muscular wall, both capped with fibrin. 

C, Chorionic villi penetrating spaces between muscular 
pillars. 

M, M, Convoluted museular wall. 

F, Fibrin filling in cleft formed by convoluted muscle. 
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pation in my out-patient clinic, so that the actual cause of rupture 
in this case was three-fold:—(1) Thinning and erosion of the sac 
wall by invasion of chorionic villi and fetal] cells. (2) Muscular 
contraction, as evidenced by the condition of the sac wall on micro- 
scopical examination. (3) Actual trauma during examination. 

It is not my business to discuss the clinical aspect of this case, as, 
although it came at first under my personal supervision, Mr. Doran 
has done ample justice to this side of the question; but I cannot 
refrain from stating that it was fortunate that the accident happened 
when and where it did. The bleeding surface was so extensive (see 
Plate I.) that it is highly probable that the patient would have died 


of primary hemorrhage had the rupture taken place at her own 
home. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to 

which a special interest attaches either from their unusual 
character or from being, in a special sense, typical examples of 
their class.) 


Extra-uterine Gestation at Full Term: Death of 
Foetus: Removal of Foetus and Placenta by 
Abdominal Section ; Recovery. 


By Water W. H. Tate, M.D., 
Obstetric Physician to St. Thomas’s Hospital, London. 


E.D., aged 36, was admitted to St. Thomas’s Hospital on the 31st 
of July, 1903. She gave a history of regular menstruation from the 
age of fourteen. The flow was usually scanty and lasted two to three 
days. The periods continued to be of this character till ten months 
ago. No pregnancy had occurred before the present one. ‘Twelve 
years ago the patient was admitted to the Chelsea Hospital for Women 
on account of pain and hemorrhage on coitus, and some operation was 
performed. The present condition dates from the end of September, 
1902, when the periods ceased. A fortnight before Christmas, when 
she believed herself to be about three months pregnant, she awoke 
at four o’clock in the morning with severe pain in the lower part of 
the abdomen. She did not faint, but was in a “cold sweat,” and had 
hot flannels applied to the abdomen. ‘The pain remained severe for 
two or three days, and continued for nearly a month. The symptoms 
were thought to be due to “gall stones,” and the patient was kept in 
bed for a month. She then got up, the pain returned, and she was 
kept in bed for another month. In the course of the first two or 
three days three large blood clots were passed. Apart from this, 
there has been practically no hemorrhage at all. The pain gradu- 
ally subsided after the first few days in bed. Ever since getting up, 
the patient has felt weak and has had a good deal of abdominal 
pain from time to time. The abdomen has steadily increased in size. 
Fetal movements were felt during a period of six weeks, but they 
ceased a fortnight ago. At the beginning of June the patient had a 
bad attack of abdominal pain, like false labour pains; a month later 
she had a similar attack, which coincided with the time at which she 
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expected to be confined. She remained in bed for some days, and at 
the end of July she attended at the Samaritan Free Hospital and was 
examined by the late Dr. Hamilton Bell. Dr. Bell diagnosed the 
case as one of extra-uterine gestation, and as the hospital was being 
closed for the annual cleaning, he recommended the patient for 
admission to St. Thomas’s Hospital, under the care of the writer. 


On admission, the patient was noted as being a very thin, ill- 
nourished woman. Her temperature was normal. The breasts were 
enlarged and nodular and contained some secretion. There was 
marked pigmentation of the areole, with enlargement of the folli- 
cles. The abdomen was very prominent, especially in the region of 
the umbilicus. Occupying the lower part of the abdomen, and 
rising up to two inches above the umbilicus was a tumour which 
felt firm and irregular in shape. On careful examination the 
parts of the foetus were readily distinguished, the back of the child 
being directed towards the left. Rising out of the pelvis in the 
middle line and a little to the right side was an elastic globular 
swelling, which extended to half way between the pubes and the 
umbilicus. This portion of the abdominal enlargement proved, when 
the abdomen was opened, to be the placenta. 


On vaginal examination the cervical canal was found patulous; 
the finger could be readily introduced into the uterine cavity and the 
nature of the case determined. The body of the uterus was ante- 
verted and displaced to the left; it was readily felt through the 
anterior fornix. Behind and to the right the vaginal roof was 
slightly depressed, and a hard mass was felt which was thought to 
be the lower pole of the fetus. Bimanually, an elastic and ap- 
parently cystic mass could be felt occupying the pelvis, and extend- 
ing upwards to more than half way between the pubes and umbilicus. 


The foetal heart could not be heard, and, as the child had pre- 


sumably been dead a fortnight, immediate operative interference was 
recommended. 


Abdominal section was performed on the lst of August, 1903. A 
median incision about 5 in. long was made from the umbilicus down- 
wards. On opening the peritoneum, the dead feetus at once pre- 
sented itself, lying absolutely free in the peritoneal cavity in contact 
with the viscera. The thinned omentum passed down over the foetus 
and was adherent below to the placental region. The omentum and 
the coils of intestines had a dark brownish-green colour owing to 
their being stained with meconium. The fetus was lying with its 
back towards the left, and with its head in the pelvis; it was at once 
removed and the collapsed umbilical cord divided. On following the 


} 
Al 
i 
i 


594 Journal of Obstetrics and Gynecology 


cord down, it was evident that the large elastic swelling in the lower 
part of the abdomen was formed by the placenta with the expanded 
Fallopian tube and broad ligament. It was decided, after careful 
examination, to remove, if possible, this whole mass complete, with- 
out attempting to separate the placenta. The incision was prolonged 
downwards as far as the symphysis, and after some of the deeper por- 
tion of the placenta had been separated from its attachment to the 
broad ligament, the whole mass consisting of placenta and Fallopian 
tube was brought out through the wound. A series of ligatures was 
now used to tie off the expanded infundibulo-pelvic ligament of the 
right side, the uterine side of the right broad ligament and the deeper 
portion of the mesosalpinx. After the whole mass had been removed 
a good many bleeding vessels had still to be seized and ligatured, 
and the patient necessarily lost a good deal of blood during this part 
of the operation. The pulse at this stage was 160; the patient was 
pale and was experiencing a good deal of shock; an intravenous in- 
fusion of three pints of saline solution was therefore administered. 
After all the ligatures had been securely tied, a hot abdominal douche 
was given, after which there was very little bleeding. 

As a matter of precaution, a gauze plug was passed down to the 
rough surface in the broad ligament from which part of the placenta 
had been separated, and by the time that the abdominal wound had 
been closed the condition of the patient had greatly improved. 

Description of the parts removed. The foetus was macerated, 
its skin purple, its cuticle peeling off. It measured 18 inches from 
heel to head, and was evidently at full term. It was free from any 
offensive odour. The placenta was 5 inches in diameter and 2 inches 
thick. One surface was covered by a smooth surface, evidently 
amnion. Portions of another membrane superficial to this consisted 
of the expanded broad ligament. The umbilical cord was attached 
to the edge of the placenta. 

After the operation the patient steadily improved. To guard 
against serious shock, hypodermic injections of strychnine and 
rectal infusion of saline solution were administered every four hours 
during the first twenty-four hours and then at longer intervals. The 
subsequent progress of the case was uneventful, and the patient was 
discharged from the hospital at the end of six weeks. 

Remarks. In cases of tubal gestation which survive the 
numerous pitfalls to which they are exposed during the early period 
of pregnancy when they are wholly contained within the Fallopian 
tube, development may continue either between the layers of the 
broad ligament or in the abdominal cavity. Sometimes an ab- 
dominal pregnancy may result from intraligamentous gestation. 
Whether a primary tubal gestation becomes intra-ligamentous or 
abdominal, it is certain that no severe bleeding occurs in connection 
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with the alteration in the relation of the ovum, as the further 
development of the ovum would necessary be interfered with should 
any severe internal hemorrhage occur. Although in cases of 
tubal gestation in the early weeks attacks of severe pain are 
almost invariably associated with hemorrhage either around the 
fimbriated end, or as a result of rupture, of the tube, it is necessary 
to look for some other explanation of the pain in the present case. 
Two possible causes of the severe pain at about the third month of 
the pregnancy in this case suggest themselves. Either the pain was 
coincident with the time when the ovum ceased to be entirely con- 
tained within the tube and began to extend between the layers of the 
mesosalpinx, or it was due to thinning and rupture of the tube 
towards the peritoneal surface and escape of the ovum into the 
abdominal cavity. If the first explanation is correct, it is necessary 
to assume that at the time of the second attack of pain a month later, 
secondary rupture of the broad ligament sac occurred and the foetus 
escaped into the peritoneal cavity, the amniotic sac subsequently 
shrinking. The condition of the parts at the time of the operation 
was rather in favour of this theory. 


In the majority of cases where the fetus continues to live and 
grow, either in the form of a tubo-ligamentous or a tubo-abdominal 
gestation, the amniotic sac remains unruptured, and the amnion can 
be seen as a definite membrane lining the gestation sac. John W. 
Taylor, in his work on extra-uterine pregnancy, lays very great 
stress on this point, and cites numerous cases in support of this 
opinion. He maintains that in many cases of tubo-abdominal gesta- 
tion, where the foetus is thought to be free in the peritoneal cavity, 
a close scrutiny will reveal a thin filmy membrane passing from coil 
to coil of bowel, which membrane he takes to be the amnion. A\l- 
though the continued development of the fetus in the unruptured 
amniotic sac is the rule, this condition of things is not always 
present. A careful examination was made in the case here recorded, 
and the intestines were found everywhere quite free in the peritoneal 
cavity. The omentum was also free, passing down between the 
back of the foetus and the anterior abdominal wall, and there was no 
sign of any membrane. A curious feature of the case, after the 
abdomen was opened, was the marked staining of omentum and in- 
testines with meconium. The fetus, though macerated, was free 
from decomposition. Bland-Sutton has referred to a case at the 
Chelsea Hospital where a living fetus was found lying free among 
the intestines, but it is remarkable that in the present case the 
foetus should have been dead and lying free amongst the intestines 
without causing more serious trouble. 

The successful result was in large measure due to the fact that 
it was possible to remove the placenta entire at the time of operation. 
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II. 


Two Cases of Intra-ligamentary Pregnancy which 
went to Full Term. 


By R.P. Ranken Lyte, M.D., Lecturer on Midwifery and Diseases of 
Women, University of Durham College of Medicine. 


Case 1. E.H., age 31, 7-para, was admitted to the Samaritan 
Hospital, Newcastle-on-Tyne, October 17th, 1905, under the care of 
Mr. W. G. Richardson.. She complained of abdominal swelling and 
pain, also of painful and difficult micturition. 

About eleven months previously she had commenced to suffer from 
copious bleeding, which continued for four months; then the discharge 
ceased, and forthe seven months previous to heradmission she had had 
amenorrhea, during which time she had considered herself pregnant. 
After three months’ amenorrhcea she had noticed two tumours in her 
abdomen, one on the right side and one on the left, unlike anything 
she had seen in her previous pregnancies. Vomiting had always be- 
fore been a prominent feature of her pregnancies, but in this instance 
she did not suffer from any vomiting, nor did she feel any fetal move- 
ments. ‘These facts led her to believe that there was something wrong, 
but she did not consider it necessary to consult a doctor until five days 
before she was admitted to hospital, when she had severe pains, like 
labour pains, with retention of urine. 

On inspection of the abdomen, two tumours were visible, the larger 
reaching from the pelvis to a little above the umbilicus, and mostly on 
the left side, the smaller rising to the breadth of three fingers above 
the pubes and situated to the right of the middle line. The larger 
tumour was hard and tender, the smaller was hard but not tender. 
The flanks were both resonant, especially the right flank. Above the 
smaller tumour and to its left side was felt a distinct hard mass, re- 
sembling a fetal limb. The uterine souffle was well heard below and 
to the left of the umbilicus. No foetal heart sounds were heard. The 
pelvis was found filled with a hard mass, which displaced the posterior 
vaginal wall downwards and forwards. Through the posterior vaginal 
wall was felt the posterior fontanelle. The cervix was displaced for- 
wards and to the right, and could only just be reached by the finger on 
vaginal examination. 


Operation, October 19th, 1905, by Mr. W. G. Richardson. The 
abdomen was opened in the middle line between the pubes and the 
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umbilicus, and the tumours were found as above described, the fundus 
uteri being to the right and in front. The omentum was found ad- 
herent to the top of the larger tumour on its right side, close to the 
fundus uteri. On removing it, the tumour was found to have ruptured 
at this point, and the breech of the foetus was visible. There was no 
adhesion of the omentum to any part of the fetus except the breech, 
where there was a finger-like process of omentum completely closing 
the anus and urethra, and attached to the margins of the perineum 
and scrotum. The opening was enlarged, the fetus withdrawn, the 
cord ligatured and divided. The placenta was attached to the upper 
anterior surface of the sac, and was not interfered with. The abdomen 
was closed, 


After-history. The temperature fluctuated between 99°F. and 
101°F. for four days, and between 98°F. and 100°F. for a fortnight, 
after which it became normal and remained so. The pulse rate never 
exceeded 100 beats per minute. The patient made an excellent re- 
covery, and eight months later was in excellent health, the uterus 
being normal in size and position, and the placenta and gestation sac 
having diminished to a small tumour on the left side of the uterus, 
equal in size to a golf ball. 


Case rr. S.A. H., 2-para, age 25, was admitted to the Samaritan 
Hospital, Newcastle-on-Tyne, on September 19th, 1906. She was 
married at 21 years of age; her first child was born prematurely (7th 
month) when she was 22, and her second child (full term) when she 
was 23. Following this she had four months’ amenorrhea, and then 
menstruated regularly and normally until January 1906. FromJanuary 
to August Ist, 1906, she suffered from a brownish or reddish discharge, 
which appeared more or less every day during that period. In May 
she consulted a doctor for the discharge, and he told her that she was 
pregnant. A few days later she felt foetal movements, and she con- 
tinued to feel them until early in July, when she had a serious cardiac 
attack, with severe pain in the epigastrium and pain down the left 
side. After this attack she never felt fetal movements, but pain 
continued off and on down the left side until August Ist. During the 
last week in July she passed a “ fleshy piece * about equal in length to 
and twice the thickness of a finger, together with several clots. From 
August Ist the patient felt perfectly well in every way; the pains 
totally disappeared, and she only complained of the abdominal swell- 
ing. On August 28th she had a natural period. 

The abdomen was found to be enlarged to about the size of a seven 
months’ gestation. There was no pain or tenderness on palpation, 
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and no fetal heart sounds were heard. There was a hard tumour 
about the size of a closed fist in the right iliac fossa. No foetal parts 
could be felt. 

Per vaginam, the fingers, after passing in about an inch, came in 
contact with a hard mass, filling up the pelvis. The cervix was dis- 
placed upwards, forwards, and to the right, and was patulous. 


Operation, September 20th, 1906. I opened the abdomen in the 
middle line, between the umbilicus and the pubes. In appearance the 
tumour was exactly like a pregnant uterus. It was covered with 
peritoneum, and between it and the peritoneum a coil of intestine 
passed across the upper part of the tumour in front. The sac wall was 
thick and muscular, and on opening it a considerable quantity of 
black-green fluid escaped. I lifted the foetus out by the breech, and 
cut and ligatured the funis. The fetus had evidently been dead a 
considerable time, and was macerated. Thinking that it might be 
possible to remove the sac, I commenced to do so, but the hemorrhage 
was so profuse that I soon decided to leave the sac and the placenta 
in situ. The abdominal cavity and the gestation sac were thoroughly 
washed out with normal saline solution, the wound in the sac was 
carefully sutured, and the abdomen closed. The fetus weighed 
7 lbs. 6 oz. 


After-history. The patient’s temperature rose during the next 
few days. On the second day it was 102°F., the next day it was normal, 
but it rose again to 101°F., and continued to fluctuate between 98°F. 
and 101°F. for fourteen days. During this time the abdomen became 
almost as large as before the operation, but it was resonant on percus- 
sion. On the 18th day after the operation I opened the tumour 
through the vaginal fornix, and a quantity of purulent material 
escaped, together with a large quantity of air. The vagina and sac 
were douched every alternate day for a fortnight, when the tempera- 
ture fell to normal, and the patient thenceforward made a good 
recovery, and on November 10th reported herself in good health. 
The uterus was found practically in the normal position, and the 
tumour had almost completely disappeared. 
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IIT. 


Full-term Ectopic Pregnancy; Abdominal Section 
Five Weeks after the Death of the Child; Death 
from Hemorrhage and Septic Absorption. 


By Joun S. Farrparrn, M.A., M.B. (Oxon.), 
Assistant Obstetric Physician, St. Thomas’s Hospital, London. 


S.H., et. 34, was admitted on August 20th, 1905, to St. Thomas’s 
Hospital from the British Lying-in Hospital, where she had first 
come under my charge. Her history was as follows:—She had had 
five pregnancies, the last three years ago, and her last menstrual 
period had occurred in September, 1904, 7.e. eleven months before 
admission. In January, 1905, when she was supposed to be three 
to four months pregnant, she had had a severe attack of abdominal 
pain, chiefly on the right side, with constipation and vomiting, from 
which she had recovered after the use of copious enemata. She had 
been greatly troubled with constipation throughout the remainder of 
her pregnancy, and generally had had to get up two or three times 
in the night to pass water, but had been free from pain. On July 
the 12th, the pains recurred and she thought she was about to be 
confined. On July the 14th, she was first seen by her doctor, who 
found the abdomen very sensitive, and distinct evidences of the 
child being alive; on vaginal examination there was no sign of 
commencing labour. On July 15th, there were violent movements 
of the child, and on the 16th they ceased altogether and were not 
felt again. On the 17th , the doctor again saw her. He found the 
abdomen very tender, but no distension was present apart from the 
pregnancy. 

The patient, after this, had less pain, but suffered greatly from 
sickness and loss of appetite, and in consequence lost flesh and began 
to feel weak. On August the 15th, she was sent up to the British 
Lying-in Hospital as a case of retention of a dead child in utero. I 
saw her first on the 18th, and found considerable difficulty in deciding 
whether the foetus was inside or outside the uterus. The child 
could be plainly felt on abdominal examination, except that the 
vertex could not be gripped between the fingers at the pelvic brim. 
On vaginal examination, the cervix was found to be soft and some- 
what patulous, but no part of the child could be felt in the pelvis. 
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On forcing the finger through the cervical canal it appeared to 
impinge upon a firm substance, which suggested placental tissue and 
organized blood-clot. Some portion of this tissue came away on the 
finger and was reserved for examination; it looked like placental 
tissue. On the following day the diagnosis was made certain by an 
examination under anesthesia. The cervical canal was dilated and 
the uterus explored with the finger; its cavity was found to be empty 
and lined by a thick decidual membrane;.the lower pole of the 
swelling lay behind the uterus. The result of even so trifling a 
procedure as this was to increase the pulse rate and to add con- 
siderably to the general weakness of the patient. 

On admission to St. Thomas’s Hospital, she was noticed to be 
much emaciated, with sunken eyes. The pulse rate was 110; the 
temperature was 99°4°. The breasts were flaccid. There was a 
large rounded swelling in the abdomen extending to within an inch 
and a half of the xiphoid cartilage; the umbilicus was deeply pig- 
mented and was flush with the surface. On palpation the tumour 
was elastic, and gave a well-marked fluid thrill. The breech and 
feet could be made out in the left upper quadrant and the back 
traced downwards towards the middle line, but no definite part could 
be made out in the lower pole. No feetal heart sounds could be 
heard and no fetal movements felt. The abdominal tumour was 
somewhat tender to palpation. 

The abdomen was opened on August 25th. <A dark cystic tumour 
presented itself, which appeared to be entirely retro-peritoneal. 
The uterus was below and in front, and the pouch of Douglas was 
raised up so as to form a shallow depression between the sac and the 
posterior wall of the uterus. As far as could be seen the bowels 
were lifted up in the abdomen and lay behind the sac; on the right 
side the peritoneum had been so far stripped up that the cecum 
was slightly spread out on its wall. The sac was packed round with 
sponges and opened. It contained a dark-coloured fluid, with a 
sickly, but quite inoffensive, odour; cultures and smears were taken 
from it for bacteriological examination. The fetus was removed 
and an attempt made to remove the placenta which was attached 
to the lower and posterior wall of the sae at about the level of the 
pelvic brim. The detachment of even a small edge caused such 
furious bleeding that the condition of the patient at once became 
serious. ‘The cavity was plugged with a number of abdominal 
sponges, the redundant sae wall cut away, and the rest sutured to 
the abdominal incision. By the time the patient was back in bed 
she was almost pulseless; an intra-venous infusion of saline solution 
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was therefore at once given. The macerated fetus weighed 
8 lbs. 2 0z., and was 213 in. in length. 


In spite of the plugging the patient bled through her dressings, 
which had to be changed three times, and on two of these occasions 
the amount was so great that not only were the dressings and ban- 
dages soaked but the bed sheet also. Afier the third dressing there 
was no further bleeding, and in the morning there was very little 
blood on the bandages. During the night she had frequent hypo- 
dermic injections of strychnine and injections of saline solution into 
the bowel, and by the morning of the 26th she had rallied consider- 
ably. The sponges were gradually removed, and when the last were 
taken out on the 28th they were already offensive. The cavity was 
then washed out with hydrogen peroxide solution and dressed three 
times daily. There was a slight blood-stained watery discharge of 
a putrid odour, and signs of general septic intoxication soon became 
manifest. The temperature reached 100° on the 28th, 102°3° on the 
30th, and 103° on the 31st, and the pulse rate, which had dropped 
back to what it had been before the operation, rose to 116 to 
120. As the patient was evidently going downhill from septic ab- 
sorption it was decided to make another effort to remove the placenta. 
On September Ist, the cavity was explored and a portion of very 
foul, stinking placenta removed, but the hemorrhage became 
so great that it was necessary to plug the cavity again and to abandon 
further efforts. The woman died a few hours later. 


Abstract of post mortem report. There were no evidences of 
peritonitis. The sac lay in front of the main peritoneal cavity, and 
although it could be easily drawn out of the abdomen, its base of 
attachment was very extensive, the peritoneal reflection being from 
right broad ligament to meso-cecum. The pregnancy had developed 
in the broad ligament of the right side. The sac contained a large 
breaking-down placenta, measuring 8x5}x3in., and showed at 
one part the results of the attempt to remove it. It was attached 
to the tissues of the base of the broad ligament. The uterus was 
equal in size to a tennis ball, and contained a little decidua; the left 
uterine appendages were normal. The blood was remarkably fluid. 


The cultures taken from the sac at the time of operation were 
examined in the clinical laboratory and reported on by Dr. Dudgeon 
as follows:—(a) Film of fluid shows large numbers of phagocytes 
and groups of small cocci and diplococci, some intra-cellular and 
some extra-cellular. (b) Both aérobie and anaérobic cultures from 
fluid are sterile. 
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There are several points in this case which are worthy of 
comment. 

The diagnosis was not definitely made till the finger had been 
passed into the uterus. From the history the exact nature of the 
attack of pain was uncertain and the period of pregnancy at which it 
occurred (3rd to 4th month) seemed rather late for a primary rup- 
ture, though the prolonged period of amenorrhea was against a 
uterine pregnancy. The tumour was quite central, and there was 
nothing in the appearance of the abdomen to suggest that the foetus 
was not in the uterus. Nor was there anything unusual on palpa- 
tion except that there seemed to be something at the pelvic brim 
which prevented the head being grasped between the hands as in an 
ordinary vertex presentation. When, however, no part of the 
foetus was felt in the pelvis on vaginal examination, this was perhaps 
the most suggestive sign. The difficulty was increased by the fact 
that at times it was thought that rhythmical uterine contractions 
were felt over the tumour. The firm mass which could be felt at the 
top of the cervical canal turned out to be the decidua covering the 
uterine wall, but it conveyed the sensation which would be produced 
by a mass of fibrous placental tissue within the uterus. This im- 
pression was strengthened by the appearance of the shreds of tissue 
which came away, but the absence of any history of vaginal hemo- 
rrhage during the pregnancy was against its being correct. An 
examination under anesthesia made matters quite certain before 
the operation was undertaken. Had the patient’s condition per- 
mitted it, I should have preferred to wait a little longer before 
operating; but, though there was no evidence of infection of the sac, 
the steady deterioration in her general condition prevented further 
delay. 

The pregnancy was evidently tubo-ligamentary, as the posterior 
layer of the broad ligament and the posterior parietal peritoneum 
had been raised on the right side as high as the pelvic brim so 
as to involve the meso-cecum. The placenta was attached to the 
base of the sac and was of large size. The sac was formed by the 
peritoneum raised from the pelvic floor except where the placenta 
was attached. Here it appeared to be deficient. 

The violent hemorrhage which occurred after separating quite 
a small area of the placental attachment made further attempts at 
removal impossible. That the circulation should be so active five 
or six weeks after the death of the foetus surprised me. The absence 
of any putrefactive change may have had something to do with this, 
as no doubt such change would hasten thrombosis in the placental 
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vessels. It did not appear to me to be possible to remove the whole 
sac owing to the broad base of attachment, but I certainly did not 
appreciate the extent to which it could be dragged forward, as seen 
at the post mortem. The week which elapsed between the operation 
and the death of the patient may, however, have allowed of some 
shrinking in the attachment of the sac. It certainly appeared at the 
autopsy as if, by dragging the sac strongly forward, it might have been 
possible to work in between the base of the sac and the pelvic floor 
and, by taking away the uterus also, to remove the sac and placenta 
together. The patient’s feeble condition would also have been a 
deterrent from so extensive an operation, but her recovery from the 
very large losses of blood which occurred during the operation and 
after it, showed that she had greater recuperative power than I gave 
her credit for. 

It may be worth while to draw attention to the result of the 
bacteriological examination of the fluid in the sac. Though the 
patient had evidently been absorbing deleterious products from the 
sac, as evidenced by the effect on her general health, the cultures 
incubated both aérobically and anaérobically, proved sterile. This 
was also noted in the case of abdominal pregnancy recorded by 
Maclean in the Journat for June last (p. 434), although, there, 
the sac and its contents had become putrid. 
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A Case of Pregnancy at Full-time in a horn of a 
Bicornute Uterus, Removed Six Months after the 
Death of the Child. 


By C. Huser Roserts, M.D., F.R.C.S., M.R.C.P., 


Physician to the Samaritan Free Hospital for Women, London; 
Physician to Out-patients, Queen Charlotte’s Lying-in Hospital, 
London, etc. 


Tue following case is of some interest owing to its rarity and to the 
fact that the pregnancy went to term in the rudimentary horn of a 
uterus bicornis. The child appears to have more than attained its 
maturity without any rupture of the sac such as usually occurs 
in these cases; it then died and was retained in the mother’s abdomen 
for six months, when it was removed by abdominal section. It is 
also noteworthy that throughout this curious pregnancy the patient 
maintained almost her usual health, and when she was admitted to 
the hospital complained of little else than the inconvenience caused 
by the tumour. 

The difficulties of diagnosis at the time of her admission were 
considerable, and great credit is due to her own medical atten- 
dant (Mr. Thomas Mudge, Hayle, Cornwall), who, though much 
puzzled, maintained from the first that she was pregnant. 
Lastly, the correct interpretation of the case and of the specimen 
is by no means easy as, although at the time of operation the 
uterus was seen to form no part of the gestation sac, it is very 
difficult, as Dr. Williamson states, to identify the relations of the sac 
to the round ligament and tube. It seems improbable that any such 
development of the sac can be purely tubal or ovarian in origin: it 
is certainly not intra-ligamentous or interstitial, and the most 
probable explanation seems to be that it is cornual, though, for such 
a pregnancy to go to term is an extremely rare event. 


The patient was 35 years of age. She had been married 14 years, 
and had had four children. The last child was born ten years ago. 
There had been no miscarriages and her periods since her last con- 
finement had been quite regular up to the time when she became 
pregnant again, about the end of September, 1904. 

She was admitted to the Samaritan Hospital on February Ist, 
1906, on account of an abdominal tumour. In January, 1905, her 
own medical attendant had seen her and he then thought she was 
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three months pregnant. Two months later all the signs and symp- 
toms of pregnancy were confirmed. The case was taken to be a 
normal one and the patient and her neighbours made all arrange- 
ments for the confinement in July. At this time also foetal move- 
ments were very evident. 

Her doctor heard no more of the case up to about December, 1908, 
when the patient was taken very ill with abdominal pain. One 
attack of pain was so severe that she fell fainting on the floor. After 
this she developed an attack of “ peritonitis,” and was in bed three 
weeks. She “ still had a tumour;” no baby had been born, and she 
had felt no fetal movements since July or August, 1905. The 
tumour had become smaller, but she said it was “ not the same shape 
as it used to be.” 

In January, 1906, i.e. twelve months after he had first diagnosed 
pregnancy (at the third month) her doctor was again called in, and 
he now told her that the tumour was connected with the baby, 
“but the baby was not in the womb.” She was therefore sent up 
to the Samaritan Free Hospital, and admitted as already men- 
tioned. The patient was not ill at the time of her admission nor 
had she lost flesh. The temperature and pulse were normal. There 
was nothing in the condition of the breasts to suggest pregnancy. 
The periods had been very irregular “for some months,” but I could 
get no satisfactory history of the passage of a cast, and beyond the 
attack of “ peritonitis” in December, 1905, there was nothing point- 
ing to the rupture of a gestation sac. 

On abdominal examination, a large, hard, ovoid, inelastic tumour 
extended to three inches above the navel. It was quite mobile and 
insensitive, and had the shape of a pregnant uterus at about the 8th 
month, but was very curiously nodular. Nothing like foetal move- 
ments were felt nor were there any contractions of the sac. On 
auscultation the tumour was dumb. There was resonance in the 
flanks and above the tumour. The cervix was felt high up behind 
the symphysis pubis and there was a swelling in Douglas's pouch 
which was very hard and which, felt bimanually, seemed identical 
with the abdominal mass. No ballottement could be detected, but per 
vaginam several large vessels could be felt pulsating over its sur- 
face. The cervix was hard, somewhat dilated, and not the least 
like that of pregnancy. The sound passed 43 inches, above and 
in front of the main mass in Douglas’s pouch. At first sight I took 
the tumour to be a fibroid, but the history pointed to some condition 
connected with pregnancy, and her doctor, to whom I wrote, con- 
firmed this suspicion He wrote to me to say that he was quite cer- 
tain when he saw her first, twelve months ago, that she was pregnant, 
and that in the ordinary course of events she would be confined 
about the end of J uly, 1905. The patient told me that, when she 
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was about five months pregnant, there was some blood-stained 
discharge, but I could not get any history of definite floodings or 
of the passage of anything like a decidual cast of the uterus. 

Several of my colleagues saw the case after admission, and 
opinions were expressed that the tumour might be an extra-uterine 

sac, a fibroid, or even a solid ovarian tumour. Personally, I was 
in favour of the view that it was a fibroid, and since it was so very 
hard in places I suspected that parts of it might be calcified. I 
accordingly entered that diagnosis on the ward notes. 

On February 17th, 1906, I operated. I made a long incision and 
exposed a large tumour covered almost universally by adherent 
omentum. This was separated, ligatured and lifted upwards. The 
tumour could now be seen having a more or less smooth surface, but 
it had the unhealthy greyish-brown look so often seen with an 
ovarian cyst which is undergoing degenerative changes. I noticed 
also that the hard portions felt on abdominal examination were 
movable within the cyst wall, especially at its upper pole. The tumour 
was gradually lifted forwards, but many deep adhesions had to be 
separated, some of these being to the bowel. The attachments or 
base of the tumour seemed to be to the left tube and ovary, and 
several large vessels were divided and ligatured in this region before 
the tumour could be removed. The uterus, somewhat enlarged, lay 
in front of the lower pole of the tumour and was adherent to it, but 
the adhesions were easily separated. The right tube and ovary were 
normal. I did not detect the left ovary, but the adhesions in that 
region were very dense. After the removal of the tumour (by 
ligature) its pedicle was found to consist of the remains of the left 
tube and a portion of broad ligament which had been divided close 
to the left uterine cornu. The pedicle was not a particularly thick 
one; I am unable to state its relation to the left round ligament. 
The abdomen was closed in the usual manner without drainage. The 
case did well, and the patient was discharged from the hospital on 
March 15th, 1906, 7.e. within a month from her operation. I was 
not fully aware of the nature of the tumour until it came to be 
opened after the operation, when it was discovered that the hard 
rounded mass at its upper pole was the head of a full-time child. 
The specimen was sent to St. Bartholomew’s Hospital museum, 
where it is now preserved. 

Dr. Herbert Williamson kindly examined it for me, and sent 
me the following report :— 

“The specimen consists of a gestation sac containing a fully- 
developed child, placenta and foetal membranes. The length of the 
specimen is 13 inches, the greatest breadth 93 inches, and the maxi- 
mum circumference 23 inches. The general appearance of the walls 

of the sac resembles closely that of the gravid uterus at or near full 
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term. The sac is of a pale, red, flesh colour, and its surface is 
invested by a serous membrane like peritoneum. Over the greater 
part of the specimen this serous coat can be stripped off by the finger, 
and by means of a pair of forceps can be pinched up from the deeper 
tissues. Ramifying on the surface of the tumour, but beneath this 
membrane, are a number of blood-vessels, some white and collapsed, 
others still containing blood. The serous investment over the greater 
part of the specimen is smooth, but in some places it is shaggy from 
the presence of adhesions, and it has attached to it several pieces 
of omentum so firmly adherent that they cannot be entirely separated 
without dissection. At one spot is a sickle-shaped area devoid of 
peritoneum. This area, which measures 6} inches in length and one 
inch in breadth at its widest part, marks the site of the pedicle of 
the tumour. It is bounded at one part by a free falciform edge 
consisting of two layers of peritoneum enclosing between them a 
little loose connective tissue, but no structure which can be identified 
as either Fallopian tube or round ligament. Embedded in this 
cellular tissue are a number of tubular structures. Microscopic ex- 
amination shows that these are blood-vessels with thick walls, and it 
is evidently from these that the gestation sac has received its main 
blood supply. At the opposite horn of the crescent is a rounded 
cord-like_structure attached to the sac wall; in this are seen two 
tubular canals. It was thought these might represent the Fallopian 
tube and ovarian artery; microscopic examination, however, proved 
that both canals were thick-walled blood-vessels. No trace of an 
ovary is present and nothing, as above stated, that can be positively 
identified as a Fallopian tube. At one spot an incision 10} inches 
in length has been made into the tumour. The walls of the sac 
measure ith of an inch in thickness, and on section are seen to 
possess a white fibrous appearance as seen in the full term preg- 
nant uterus. Through the incision protrudes the head of a 
child. The head is shrunken and the bones overlap each other 
to a considerable extent. As far as can be ascertained, the 
child is perfectly formed. It lies in an attitude of flexion, 
the head occupying one pole, and the breech the opposite pole, 
of the sac. A point worthy of note is the great length of the 
finger nails, which protrude for more than a quarter of an inch 
beyond the ends of the fingers; this probably indicates that the 
child had attained a condition of post-maturity before its death 
occurred, The incision in its lower part passes through the extreme 
edge of the placenta, but the greater part of the placenta is situated 
to the left of the opening into the sac. The placenta shows very 
little evidence of vascularity, the tissues of which it is composed 
being white, fibrous, and shrunken. Macroscopic examination shows 
that the placenta has undergone the form of hyaline degeneration 
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which may be seen typically in the placenta of a fetus papyraceus. 
Microscopic examination shows that the sac wall is composed chiefly 
of fibrous tissue; bundles of unstriped muscle are seen, but these 
are few and scattered. At one spot a small patch of what is probably 
degenerate mucous membrane is present; this has undergone so 
advanced a degree of degeneration and is so infiltrated with round 
cells that its identification is impossible.” Dr. Williamson says he 
is unable to arrive at any satisfactory conclusion as to the nature of 
this gestation sac; the presence of unstriped muscle in its walls makes 
it certain that it is derived either from the Fallopian tube or more 
probably, since it has undergone such great hypertrophy, from the 
undeveloped horn of a bicornute uterus. In the absence of all the 
landmarks which are of value in differentiating between these two it 
it impossible to speak with certainty. 


P.S. Since the above was written, Dr. Longridge has kindly called 
my attention to the report and drawing of a very similar case in 
Mauriceau’s Traité des maladies des femmes grosses (edition of 
1683, p. 69). I have verified the reference and the drawing, both 
of which are of great interest. The latter is especially interesting 
as showing quite clearly that Mauriceau drew a sharp distinction 
between tubal and cornual pregnancy, and that he based his classi- 
fication on the relations of the round ligament to the sac. The case 
figured is a genuine instance of rupture of a rudimentary uterine 
cornu at about 24} months’ gestation. The condition was discovered, 
post mortem, in a multiparous woman, et. 32, who died suddenly 
on the 6th of January, 1669, after three days’ intense abdominal 
pain which had led to ‘“ frequent syncopes and very violent con- 
vulsions.’—C. H. R. 
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A Case of Tubal Abortion in which Growth of the 


Foetus Apparently Continued after the Formation 
of a Hematocele. 


By Joun S. Farrparrn, M.A., M.B. (Oxon.), 
Assistant Obstetric Physician, St. Thomas’s Hospital, London, 


TuIs case is recorded as an instance of the difficulty in recognizing 
the continued growth of the ovum in cases of tubal gestation which 
have resulted in hematocele formation. The patient was a woman 
of 34, who had had one pregnancy nine years ago. Menstruation was 
of the 28-day type and lasted four days, and had been quite regular 
up to May, 1906; but the period due on June 8rd did not appear at 
the expected time. A week later the patient was seized with a 
severe attack of pain in the left iliac region, followed in a few hours 
by some uterine hemorrhage. A few days later there was a second 
and more severe attack during which she fainted several times; 
slight hemorrhage also accompanied this attack, and continued 
throughout her illness, coming on for two or three days and then 
ceasing and returning again. She was confined to her bed or bed- 
room for five or six weeks under the charge of her medical attendant, 
during which time the pain gradually disappeared. At the end of 
July her doctor examined her and found “the uterus large and abso- 
lutely retroflexed, the fundus pressing firmly down on the pelvic 
floor,” and under anesthesia he endeavoured to replace what he took 
to be a uterus about three months gravid. During August the 
patient was able to get about and on the 20th she went to Weston- 
super-Mare to recruit. On the 22nd the hemorrhage ceased, but 
while she was out for a drive on the 23rd it recurred more profusely 
than before. On reaching home she found she had passed something 
that she described as being like a piece of skin about the size of the 
palm of the hand. In consequence of this attack she was brought 
back to London on August 26th. On her return, she at once took to 
her bed as the pain was again severe. On September Ist she had 
another attack of pain with flatulence and great abdominal tender- 
ness, and on the 2nd this was worse. Her medical adviser found 
the abdomen distended, the pulse 110, and the temperature 100°. 
Looking on the case as one of peritonitis, he sent the patient up to 
St. Thomas’s Hospital shortly before midnight with a view to imme- 
diate operation. 
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On admission, the patient was pale and looked ill; the tempera- 
ture 102°4°, pulse 120 and weak, respirations 28. The abdomen 
was slightly distended and, below the umbilicus, did not move at all 
on respiration, whilst in the upper part the movement was very 
deficient. On palpation there were marked rigidity and tenderness 
even on very slight pressure, especially on the left side of the lower 
part of the abdomen. Bimanual examination was almost impossible 
owing to the rigidity and tenderness, but it could be made out that 
the uterus was fixed; there was also some fulness in Douglas’s pouch 
with an ill-defined boggy swelling filling up the left side of the 
pelvis. As the nature of the case appeared to be quite clear, and as the 
rapid development of acute symptoms indicated the need of imme- 
diate operation, the abdomen was opened at 1 a.m. on September 3rd. 
The omentum and underlying pelvic viscera were matted together 
by recent adhesions, so as to suggest at first sight that the condition 
was due to an inflammatory process rather than to an ectopic preg- 
nancy. There were flakes of yellow lymph among the adhesions, and 
during the separation some dirty, almost purulent, fluid escaped. 
Unfortunately, owing to the urgency of the case and to the time 
of night at which the operation was done, no preparations were made 
for a bacteriological examination, and hence it is impossible to say 
whether there was any infective process present. The uterus was 
easily defined, lying forward in the middle line, with a large swelling 
behind it and the left broad ligament. On separating it from the 
surrounding structures this swelling was found to be made up of the 
left Fallopian tube and a hematocele sac. The sac and contents 
were removed with the left uterine appendages, but in the process 
the sac was ruptured and a fetus and a mass of placental tissue with 
much old blood-clot were removed separately. The ragged cavity 
left in the pelvis was dry sponged, and as there was some question as 
to whether it might not be infected, a gauze wick was brought 
through the lower angle of the wound. The patient made an un- 
interrupted recovery and was discharged from the hospital on 
September 22nd. 


The chief interest of the case lies in a study of the parts removed 
at the operation in relation to the clinical history. The Fallopian 
tube was thickened and tortuous in the inner and middle thirds, both 
muscle and mucous membrane being involved. On slitting it up 
this was also shown by the presence of “bridges” at the site of the 
kinks, as seen in chronic salpingitis. It contained some dirty blood- 
stained fluid. The outer third of the tube was dilated to about the 
size of a finger, the ostium was widely patent and the fimbriz could 
be traced out on to the wall of the fibrinous sac with which they 
were intimately blended. Owing to its ragged state it was difficult 
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to estimate the size of the sac, but it appeared to be approximately 
equal to that of a Jaffa orange. An irregular ovoid mass about 
equal in size to a duck’s egg was removed with the blood from the 
sac. It consisted of placental tissue and blood-clot; the amniotic 
membrane was seen quite plainly on one surface and to its periphery 
was attached the stump of the umbilical cord. With this mass was 
a foetus measuring 13 cm., with 12°5 cm. of umbilical cord attached 
to it. Its head, trunk, and limbs were quite perfect, and though it 
was somewhat discoloured it showed no signs of decomposition. No 
offensive odour was noted from the material removed. 


Unfortunately, it was impossible, owing to the rupture of the sac, 
to be certain of the exact relations of the fetus and placenta to the 
sac,but both were contained within the adventitious capsule and 
were only seen after its walls had given way. It was quite certain 
that both were outside the tube, and indeed they were both too large 
to be contained within it. 


Reading these findings into the clinical history it appears prob- 
able that this patient had an ectopic gestation in the left Fallopian 
tube and that, after missing the period due on June 3rd, she had, 
about a fortnight later, all the symptoms of a tubal abortion with 
intra-peritoneal hemorrhage. The ovum could not at the time be 
of more than six weeks’ development. In the latter part of July 
she evidently had a pelvic hematocele, which her medical attendant 
mistook for a retroverted gravid uterus, and which he made an 
attempt to replace. Then, after a month, during which her condi- 
tion had so far improved as to allow of her being sent a considerable 
distance to the seaside, a sharp attack of uterine hemorrhage oc- 
curred, with the passage of a uterine cast, and as this corresponds 
to the stage of development of the fetus of 13cm. found at the 
operation, it may be taken to mark the date of death of the foetus. 
Counting the pregnancy from the last period in the beginning of 
May, the passage of the cast on the 26th of August would make the 
age of the foetus close upon sixteen weeks or thereabouts, and this 
corresponds fairly closely with its age as calculated from its length. 


This case, then, 1s of some clinical interest as showing that in 
spite of the formation of a pelvic hematocele followed by a subsi- 
dence of symptoms, an ectopic pregnancy may continue to develop 
without giving definite signs of its so doing. Even if this were an 
unusual occurrence, the knowledge that it may occur and that it 
may at any moment give rise to a secondary rupture is sufficient to 
make the expectant treatment of such cases appear hazardous, unless 
the patient is kept under very close observation and is under such 
conditions as would allow of immediate operation should an opera- 
tion be required. Had a secondary rupture occurred in this case 
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during the journeys to and from Weston-super-Mare, the conse- 
quences might have been extremely serious. 

The rapid development of serious symptoms after the supposed 
death of the fetus on August the 26th is not easy to explain. In 
the absence of any bacteriological examination, it is useless to 
speculate as to the possibility of the sac having been infected, but 
the clinical symptoms and the appearance of the abdomen when 
first opened were suggestive of a local peritonitis. The condition 
of the inner part of the left Fallopian tube was indicative of old 
inflammation, and possibly the travelling and moving about of the 
patient were sufficient to stir up an attack of pelvic peritonitis. 
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VI. 
A Case of Tubal Gestation with Acute Salpingitis.* 


By Tuomas Warts Even, M.D., Assistant Obstetric Physician, Char- 
ing Cross Hospital; Physician to In-patients, Chelsea Hospital 
for Women, and Queen Charlotte's Lying-in Hospital. 


THE patient was a married woman, 28 years of age, who had 
previously had three children, the youngest of which was born on 
May 20th, 1905. Iler obstetric history presented nothing of im- 
portance. In 1900 she underwent an operation for appendicitis. 
After tha birth of her last child she was in good health up to the 
month of December, when she was still suckling the child, and there 
had been no return of menstruation. A little before Christmas 1905, 
she began to suffer from severe abdominal pain, and in consequence 
she went to consult a medical practitioner, whom her husband 
described to me as “ almost, if not quite, a specialist.” He diagnosed 
w displacement of the uterus, and regarded this as the cause of the 
pain. After unsuccessfully attempting to replace the uterus, he 
decided to treat her with cotton wool plugs, and for several weeks she 
went to him from time to time for this and some other form of local 
treatment, the nature of which she did not exactly know. The pain. 
however, continued unrelieved, and on January 220th, 1906, 
hemorrhage set in, which she naturally regarded as a monthly period. 
After this had continued for 14 days, she decided to wean her baby, 
and a few days later, she again saw the medical practitioner referred 
to, who now said that “ it was a miscarriage.” In spite of local treat- 
ment, the hemorrhage and pain continued unchecked. She could 
not recollect that anything in the nature of a membrane had been 
passed. On February 22nd, at one of her visits to her doctor, he again 
attempted to replace the uterus, using, she says,an instrument for the 
purpose. This procedure caused her great pain and free bleeding. 
which lasted for 24 hours. On February 24th she again returned to 
him, and again an instrument wag used to replace the uterus. The 
result of this was that the patient became extremely ill with acute 
pain and faintness, and was unable to leave the examination couch 
for several hours. On reaching home she went to bed and sent for 
the local doctor who had attended her in continement, and on 
the following morning I saw her in consultation with this gentleman. 

I found the patient to be a delicate looking, anemic woman, with 
pinched features and an anxious expression. Her pulse rate was 110, 


* Presented to the Obstetrical Society of London, October 3rd, 1906. 
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and her temperature (10 a.m.) was normal: the previous evening the 
temperature had been 102°F. There was a moderate degree of dis- 
tention of the lower abdomen, but tenderness and rigidity were so 
great that deep palpation was impracticable. There was no dulness 
on percussion. On vaginal examination I found the cervix distinctly 
softened, and displaced in an upward and forward direction behind 
the pubes. In the posterior fornix a tense globular swelling could be 
felt, the size and relations of which could not be determined owing 
to the great pain caused by the examination. The swelling could, 
however, be felt to extend upwards above the level of the pelvic brim. 
It was obviously impossible, at this moment, to make a precise 
diagnosis, but it appeared probable that the condition was either 
ectopic pregnancy with a pelvic hematocele, or retroversion of the 
gravid uterus with acute pelvic inflammation. We accordingly 
decided to keep the patient under observation for a few days to allow 
her to recover from the severe illness of the previous day, and to 
watch the progress of the local conditions. 


I saw her again on March 3rd. In the interval she had been con- 
fined to bed, and her diet restricted to fluid nourishment: occasional 
doses of morphia had been given on account of the pain, and the 
bowels had been difficult to move except by enemata. I thought she 
was distinctly worse than on the first occasion; the tongue was dry, 
and on the previous night a severe attack of vomiting had occurred. 
The pulse rate was 100, and the temperature 102°F. The abdomen, 
although more distended, was softer and less tender, so that a detailed 
examination was practicable. In the lower part of the abdomen, an 
extensive swelling could be felt on deep palpation; it was most 
readily felt immediately above the right Poupart’s ligament, where 
its consistence was very firm; from this spot it could be less distinctly 
traced upwards to the level of the umbilicus, and well across the 
middle line into the left iliac region. Over the firm area just re- 
ferred to, the percussion note was dull, over the remainder of the 
swelling it was sub-resonant. On bimanual examination the position 
of the cervix was found as already described: the pelvic cavity ap- 
peared to be entirely occupied by a large swelling which could be felt 
posteriorly and in both lateral fornices, and which extended up- 
wards to the level of the umbilicus. Its consistence, generally, was 
doughy, but in the right fornix it was very hard. The body of the 
uterus was found lying in front of the swelling and displaced to the 
left side: it appeared to be only slightly enlarged. Upon these find- 
ings, a diagnosis was made of extra-uterine gestation with pelvic 
hematocele; the patient was removed to a nursing home and the 
operation performed on the following afternoon. 


The operation was in some respects a surprise. On opening the 
abdomen, omentum and coils of small intestine were found closely 
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adherent to a large pelvic swelling, the nature of which was only 
gradually cleared up as the operation proceeded. There was very 
little free blood in the peritoneal cavity, and the conditions re- 
sembled those associated with pelvic suppuration rather than pelvic — 
hematocele; at this moment my diagnosis appeared to have been 
incorrect. The adherent bowel and omentum having been detached, 
the pelvic swelling was gradually isolated, and its pedicle found to 
consist of the right broad ligament, the tissues of which were greatly 
thickened. The pedicle was clamped, the tumour was cut away, and 
three interlacing ligatures of strong silk were employed to secure the 
pedicle. The adhesions were all recent and very vascular; there was 
consequently considerable oozing from the bed of the tumour, but 
this was almost completely arrested by packing it for a few minutes 
with dry gauze pads. The left appendages were now examined and 
found to be unaffected, except for a few insignificant adhesions. 
Owing to the generally roughened and inflamed condition of the 
pelvic peritoneum, it was thought advisable to drain, and accordingly 
a large rubber tube containing a wick of sterile gauze was introduced 
through the lower angle of the abdominal wound. The patient’s 
condition at the close of the operation gave us some anxiety, or I 
should have opened the posterior fornix and drained into the vagina; 
but a few minutes were saved by adopting the abdominal route. 

She made an uninterrupted recovery from the operation; the 
temperature never reached 100°F; there was no sickness; the tube 
was removed in 48 hours, and the bowels were moved naturally on 


the second day. In a little over three weeks she was able to leave 
the nursing home. 


Description of the parts removed. 

On the first inspection the parts removed appeared to consist of 
the acutely inflamed and dilated Fallopian tube with its companion 
ovary. The specimen was hardened in Kaiserling solution and then 
cut open by a longitudinal incision. The lumen of the tube was tor- 
tuous, and had been divided by the incision in three places. The outer 
(ampullary) end was dilated and its wall not much thicker than that 
of the normal tube: this part contained a quantity of fluid blood and 
an oval piece of solid clot about the size of a pigeon’s egg, which 
was preserved for microscopic examination. In the remainder of its 
extent the tube showed well marked thickening of its walls, the 
average thickness being three-quarters of an inch; the lumen was not 
dilated, but contained dark clotted blood. The outer surface of the 
tube was covered with tags of torn adhesions, and the ovary was 
found upon the posterior surface close to the uterine end; it was 
flattened and embedded in adhesions, but not much enlarged. 

On microscopic examination of the clot from the dilated ampullary 
end, chorionic villi were found, proving the clot to be a tubal mole 
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and the case one of tubal pregnancy. Sections of the thickened wall 
of the tube showed well marked cedema, and round-celled infiltration. 
The tube was clearly affected by an acute inflammatory process (acute 
interstitial salpingitis). The greater part of the mucous membrane 
had been shed, and was replaced by an irregular layer of granulation 
tissue. There was no sign of either tubal rupture or abortion. 
Remarks. 

It is rare to find a gravid Fallopian tube showing such extensive 
inflammatory changes as have been here described. The view that 
tubal pregnancy might be occasioned by preceding desquamative endo- 
salpingitis, which at one time received support from several distin- 
guished authorities, has now been generally abandoned,* as evidence 
has been accumulating that in the great majority of cases no an- 
atomical signs of inflammatory processes can be found in a gravid 
tube. But it is obvious that a tube in which pregnancy has occurred 
may subsequently become exposed to the ordinary sources of tubal 
infection, with the result that tubal gestation and salpingitis will be 
found in company. There can be little doubt that this was the 
sequence of events in the present case. The patient was a fertile 
woman who had borne a child 9 months previously, and had been in 
perfectly good health up to the time of the occurrence of the tubal 
pregnancy. There is therefore nothing whatever to suggest the ante- 
cedent existence of salpingitis. 

It is very difficult to believe that an ovum can become implanted 
upon an acutely inflamed tubal mucous membrane. Yet this view 
has been; upheld by a number of German observers, who have gone 
so far as to maintain that gestation may occur in,a suppurating 
Fallopian tube. An examination of the cases upon which this state- 
ment is based shows that very little care has been taken to exclude 
the possibility of infection having been subsequent to impregnation ; 
from the association of gestation and suppuration it has been too 
readily assumed that the latter proceded the former. Thus a case is 
recorded in support of this view by Prochownik, in which tubal 
pregnancy and gonorrhceal infection occurred after a first coitus. 
After operation the mucous membrane of the gravid tube was found 
to be suppurating, the pus containing gonococci. It is perfectly clear 
that in this case the gonorrheal infection could not possibly have 
been present in the tube at the time the ovum became implanted in 


* The older view has, however, the support of A. Martin, who, in his most recent 
publication, says : “ Fiir die grosse Mehrzahl der Beobachtungen aber halten wir daran 
fest dass infolge vereins gegangener entziindlicher Vorgange Hindernisse fir die 
Wanderung des Eies in der Tube entstanden sind, welche dessen Einbettung an dieser 
pathologischen Stelle veranlasst haben.” Pathologie und Therapie der Frauenkrank- 
heiten: in vierter Auflage umgearbeitet von A. Martin und P. Jung. Berlin und 
Wien., 1907, p. 410.—Zd. 


= 
i 


Eden: Tubal Gestation with Salpingitis 617 


in, unless indeed gonorrheal infection can ascend the genital canal 
more rapidly than spermatozoa. It is much more likely that the in- 
fection reached the tube at a later date, and in the usual manner, 
by continuous spread along the mucous membrane. 

In the present case no pus was found in the tube, and the source 
of the infection cannot be definitely determined. Infection from the 
uterus, set up by the manipulations which were practised in the 
attempt to replace the uterus, appears to be the most probable 
explanation. 

The chief lesson of the case is to emphasize the importance, in any 
doubtful case, of giving the most careful consideration to the 
differential diagnosis of retroversion of the gravid uterus and pelvic 
hematocele. 
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VII. 


Four instances of Ruptured Ectopic Gestation 
following Alexander’s Operation. 


By Fern. C. Batcueor, M.D.,Lecturer on Obstetrics and Gynecology, 
Otago University, New Zealand. 


On four occasions in my practice * I have noted ectopic gestation 
following the operation for shortening the round ligaments. This 


may, of course, be merely a coincidence. The following are notes of 
the cases : — 


Caser. R.H., aged 29, had been married 8 years without having 
become pregnant, when, in 1889, she had Alexander’s operation per- 
formed. She made a satisfactory recovery, and the uterus remained 
in good position but the sterility persisted. In 1894 (her age then 
being 34), partial amenorrhea and symptoms simulating those of the 
climacteric occurred, in consequence of which a course of intra-uterine 
galvanism was applied, 10 to 15 milliampéres negative intra-uterine 
current being administered on several occasions, during the month of 
June. In July and August menstruation was more free with relief to 
the disagreeable flushings and fulness in the head previously com- 
plained of. 

After the menstruation in August, pregnancy occurred, and there 
was no further period. The patient was stout and difficult to examine; 
she complained a good deal of pelvic pains, which were attributed to 
her condition. 

On November 30th, she had a sudden attack of acute abdominal 
pain with symptoms of shock and internal hemorrhage. 

The abdomen was opened the same day. An enormous quantity 
of blood was found in the abdominal cavity with rupture of the am- 
pullary portion of the tube; a three months’ foetus was removed with 
the clot. 


Cask u. E.S., aged 24, had Alexander’s operation performed in 
1901 in Dunedin Hospital, with good result. 

Two years later abortion was procured (illegally), in Sydney, at the 
fourth month; the patient was very ill for six months, and had never 
been quite well since. 

In October 1905, she was admitted into Dunedin Hospital with 
symptoms of ruptured ectopic gestation, and was operated on the day 


* During the past fifteen years, my yearly average number of cases of Alexander’s 
operation in hospital and private practice, has varied from 15 to 20. 
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following her admission. A large intra-peritoneal effusion of blood 
was found, the result of a tubal abortion, on the left side; it was noted 
that the left tube was kinked by traction on the left round ligament. 
The right ovary and tube were blood-stained, but otherwise appeared 
at that time healthy. The patient was discharged from hospital on 
the 16th of November. 

On January 25th, 1906, she was re-admitted. The week after 
leaving the hospital in November she had menstruated normally, but 
had missed her period in December and January. Fourteen days 
before her re-admission she had been seized with severe pain in the 
right side of the pelvis, which kept her in bed for four days; since this 
she had complained of pelvic pain and had been weak and unable to 
get about. 

On bimanual examination the right side of the pelvis was found 
to be filled by a tense globular mass; the cervix was painful to pres- 
sure, and a large pulsating vessel was felt in the right fornix. 

On the Ist of February, the abdomen was re-opened, and some ad- 
hesions having been separated, the enlargement in the right fornix 
was found to be due to the dilated extremity of the right Fallopian 
tube forming a blood cyst adherent to the ovary. Chorionic villi were 
found in the clot, but no foetus was discovered. Pregnancy must have 


occurred after the November period, the first menstruation after 
leaving the hospital. 


Casein. M.D., aged 26, had been married 5} years, and had had 
two children, the last three years ago. Eighteen months previous to 
her admission on the present occasion she had been operated upon in 
Dunedin Hospital for a retro-displacement of the uterus; the round 
ligaments having been shortened through the usual inguinal incisions. 

The patient had been quite well since, menstruation having been 
quite regular and normal. The last menstruation had commenced on 
June 28th, and had lasted until the Ist of July; she noted that it was 
rather less than usual. She had been separated from her husband for 
some years, but acknowledged that she had exposed herself to the risk 
of pregnancy one week before her last menstruation when on a holiday 
in the country; she was positive that this was the only occasion. 

She was admitted into Dunedin Hospital July 15, 1906, blanched 
and collapsed, and complaining of abdominal pain which had started 
suddenly the previous evening. In my absence my son, Mr. Stanley 
Batchelor, diagnosed internal hemorrhage from a ruptured ectopic 
gestation and at once operated. The peritoneal cavity contained 
large quantities of liquid blood, the left Fallopian tube, about 3/;ths 
of an inch from the uterus, was perforated by a small opening, from 
which the hemorrhage proceeded; the whole of the left tube was re- 
moved ; the left ovary, which was not implicated, was left. 
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On examination of the tube after removal it appeared but little 
altered, except in the neighbourhood of the perforation; here it was 
somewhat enlarged and nodular for about 15 cm. of its length. The 
perforation was not much larger than a split pea, and was in the an- 
terior portion of the tube. On examination by lens, the exposed 
mucous lining of the tube appeared as an opalescent whitish 
membrane. 


Among the numerous objections raised against Alexander's opera- 
tion I do not remember its ever having been stated that it left a patient 
specially liable to ectopic gestation. From considerable personal ex- 
perience this operation has always seemed to me to be one of the most 
beneficial of the minor gynecological operations, and I have 
practised it freely in suitable cases of uterine retro-displacement, 
finding it specially valuable in women who live in remote country dis- 
tricts where medical aid is difficult to obtain, and where a pessary life 
involves worries from which this operation sets them free. 

In Case 1, the patient submitted to the usual routine treatment for 
sterility, viz., dilatation, curettage, incision of the cervix, intra-uterine 
stem pessaries, etc. The intra-uterine galvanic applications were 
made more with the object of relieving the amenorrhea than in the 
expectation of curing the sterility. The ectopic pregnancy occurred 
five years after the operation. 

In Case 2 the kink in the left tube was very noticeable, and was 
assumed at the time of the operation to be the cause of the ectopic 
pregnancy ; there can be little doubt, it seems to me, that the mechani- 
cal factor is often an important one. The patient’s subsequent preg- 
nancy, in the opposite (right) tube, occurred almost immediately after 
her leaving the hospital; the left round ligament had apparently been 
left too tense. 

In Case 3 the rupture occurred in the isthmus, near the uterus, 
where it is difficult to imagine that the tube would be affected by any 
traction upon the round ligament. The case was interesting from the 
early rupture and the enormous hemorrhage; the date of pregnancy 
can be fixed accurately from the history, which coincided with the 
appearance of the tube. The patient could not have been more than 
three weeks pregnant. 

It would be interesting to know if other operators have met with 
similar experiences. 
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VIII. 


A Tubal Mole Removed during the Process of 
Abortion. 


By Doran, F.R.CS., 
Surgeon to the Samaritan Free Hospital, London. 


In the case which I am about to relate, the appearances of the parts 
removed by operation plainly indicated tubal abortion. On the other 
hand, the clinical features of the case were by no means typical. I 
think, therefore, that this example of tubal abortion in progress, 
when revealed by an abdominal section, is worth recording. As 
diagnosis was not easy, I will further make some mention of two 
other cases of acute pelvic disease under my care at the same time, 
where also the symptoms were not highly characteristic, and where 
operative interference showed that there was no tubal gestation. 

F.D., aged 34, married 14 years, came under the care of Dr. 
Cuthbert Lockyer in the out-patient department of the Samaritan 
Hospital at the end of last May. She complained of abdominal 
pains coming on and passing off for some time. For two months 
there had been a slight “‘ show” of blood almost daily. The patient 
definitely stated that just four weeks before she applied at the hospital 
she had had an attack of violent pain referred to the lumbo-sacral 
region, followed by difficult and painful micturition. On May 27th 
very severe pains set in and she went to bed; then almost imme- 
diately a great deal of green, watery discharge escaped. The pains 
at once ceased. 

The patient was sent in to my wards on June Ist. I found that 
she had borne but one child, now thirteen years of age; its birth 
occurred a year after her marriage. She had never aborted. Twelve 
years before admission she contracted gonorrhea and was ill on and 
off for over six years; then she entered the Hospital for Women, Soho 
Square. Dr. Ernest Travers, Registrar, kindly looked up the notes 
on her case, which he copied for me :— 

“Admitted October 19th, 1901, under Dr. Bedford Fenwick. 
Complained of pain in right side on standing, with vaginal discharge 
worse at menstrual periods. October 28th: Cervix dilated. Uterus 
curetted. Iodoform phenol applied.” 

This treatment proved satisfactory. For the last two years the 
patient continued in fair health, until the present illness began, 
rather abruptly, two months before admission. 

The patient was well nourished, and quite free from the ex- 
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pression of pain often seen in cases of chronic inflammatory disease 
of the uterine appendages. The mamme were somewhat flaccid. I 
found that no milk could be pressed out of the nipples and noted 
the fact in my case book, yet the breasts were found to contain milk 
on the ninth day after operation. 


On examination I detected a tender, fixed mass in Douglas’s 
pouch: it did not rise above the pelvic brim, and did not pulsate. 
The cervix lay almost in its normal position, though pushed a little 
forwards. The sound passed two inches and a half forwards, the 
uterus moved independently of the mass, which was quite fixed. 


The temperature on admission reached 100°, and remained at 
about 99° from the second day until a week later; the pulse was 72, 
small and regular. The patient had suffered from scarlet fever when 
a child, but had never been subject to any bad illness excepting 
the pelvic disorder already noted. She complained, however, of 
habitual constipation. The tongue was moist, indented, covered 
with patchy fur and tremulous. The urine on the day after ad- 
mission was distinctly albuminous, golden yellow, clear, and very 
acid—-s.g., 1,022. By the next day the albumen had disappeared 
and none was detected during convalescence. 

On June 7th I operated with the assistance of Dr. J. Abernethy 
Willett, Mr. Cecil Hughes administering the anesthetic. The pelvis 
was elevated. The abdominal parietes bled very smartly when in- 
cised, but there was not a drop of blood free in the peritoneal cavity, 
and there were no adhesions above the pelvic brim. 


On inspecting the pelvis, I found the body of the uterus distinctly 
enlarged, with the appendages and some coils of intestine adherent 
to its posterior surface. The left appendages were bound down by 
soft adhesions, but they appeared healthy; the Fallopian tube was 
unobstructed. I set them free and did not remove them. They had 
been pushed upwards by the mass in Douglas’s pouch. That mass 
was the right tube greatly distended. It adhered to the cecum, the 
back of the uterus and the rectum, but the adhesions were very 
recent and easily broken down. I found, therefore, no difficulty in 
drawing up the tubal sac and removing it with the ovary. I saw, 
when amputating the sac, that a mass of clot projected from the 
ostium. The clot was quite dry, and there was not a trace of free 
blood or any other fluid in the pelvic cavity. All the viscera in that 
cavity were adherent, so that there was no free space for blood. 


On June 16th the patient complained of tenderness and swelling 
of the breasts; they were found to be full of milk. On J uly 5th 
she was discharged, in very good health. The patient wrote to me 
in September, saying that menstruation had occurred in the second 
week of July, August, and September with perfect regularity. 
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Description of the Specimen. On July 7th the tubal sac was sent 
to the museum of the Royal College of Surgeons. Mr. Shattock 
immersed it at once in Kaiserling’s solution, and on July 13th he 
divided it vertically into two equal parts. 

The length of the amputated tube and prcetruding clot was 4} 
inches; the clot projected an inch and a half beyond the ostium. 
The circumference of the ostium was 5} inches, its diameter 1} inch. 
The circumference of the clot, at its widest portion half an inch 
beyond the ostium, was 43 inches. 

The specimen consisted of the tube with its infundibular portion 
distended and extremely dilated at the ostium, from which the clot 
protruded. The tubal wall was of a livid bluish-grey colour with 
dilated vessels. Fig. I. represents the external appearances of the 
specimen. The fimbriz are seen clearly and are very prominent be- 
low, the gape of the ostium is seen to be wide, the upper portion of the 
ostium appears retracted. The specimen suggests active contraction 
of the tube, a subject which has given rise to much controversy. 
A summary of recent opinions on the share which the Fallopian 
tube takes in the expulsion of the ovum will be found in Dr. 
Russell Andrews’ Critical Review in this JourNat, vol. ix. (June, 
1906), p. 468. In von Strauch’s case the ovum was half extruded 
from the ostium, and was held by a broad placental pedicle to the 
tube high up in its canal. Outside the tube was a deep depression 
corresponding to the attachment of the pedicle. This depression, 
von Strauch contends, could only have been produced by contraction 
of the tube to expel its contents. 

In my own case, however, there is no positive evidence that the 
tubal mole was expelled mainly by contractions of the tubal walls. 
These walls were certainly thickened, as seen in the section, but 
the thickening did not represent pure muscular hypertrophy.* 

On inspecting the cut surface of the longitudinally divided sac 
(Fig. II.), the walls of the Fallopian tube (Fig. II. (a)) appeared 
much thickened, its canal was filled by the inner part of the clot (?.c) 
which projected from the dilated ostium (0s, os!). The entire length 
of the clot was exactly 3 inches. Its inner portion appeared fairly 
uniform, whilst in the outer portion (0.c) lay an oval cavity (a@mn) 
half an inch in its long (almost vertical) diameter, lined with a 
semi-transparent, smooth membrane, bearing all the appearances of 
an amniotic cavity, but I failed to find any relics of an embryo. 


*This question was discussed when I exhibited, at a meeting of the Obstetrical 
Society of London, a fine specimen of tubal mole, with the foetus well preserved, now 
in the Museum of the Royal College of Surgeons (Pathol. Ser., No. 4695L). Dr. 
Cullingworth doubted Von Strauch’s conclusions, and showed that the spasmodic 
pains so frequent in tubal pregnancy may be due to uterine, not tubal, contractions 
(Trans. Obst. Soc., vol. xlii., pp. 184—9). 
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The cavity seemed to be prolonged inwards, as a channel in the 
clot, over an inch in length and three-eighths of an inch at its 
widest part tailing off into a kind of process in the portion of the 
clot which lay within the canal of the Fallopian tube. This channel 
was evidently part of the amniotic cavity. It contained coagulum 
(amn. c.) in part decolourised, but more recent and less organized 
than the main clot in which the amniotic cavity was situated. 

Sections were made through the clot around the amniotic cavity. 
When they were ‘examined under the microscope, numerous well- 
formed chorionic villi were detected. 

Differential Diagnosis. Dr, Haultain has dwelt upon difficulties 
of diagnosis.* It happened that when the present case was under 
my care at the Samaritan Hospital I had two other instructive ex- 
amples of acute pelvic disease in my wards. 

(1) Mrs. J., aged 22; no children, one miscarriage at the fifth 
month, five and a half years ago; pelvic pains ever since. Recently, 
dyspareunia, dysuria, sharp attacks of hypogastric pain. Period 
every three weeks, quite regular. Jrregular hemorrhages, blood 
dark, for fourteen days before operation, when under my own ob- 
servation. I detected a tender, convex body in the right fornix dis- 
placing the cervix to the left. Uterus almost fixed. Breasts large; 
five days before operation. a little thick white fluid could be pressed 
out of the nipples. Areole very dark (patient dark complexioned), 
but edges sharply defined. Temperature reached 100° on three 
occasions within a fortnight of the operation. At the operation 
the parietes did not bleed freely. I removed a large pyosalpinx 
with the adjacent right ovary. Left appendages bound down by soft 
adhesions, otherwise normal. Uterus not gravid. The dysuria dis- 
appeared during convalescence. 

The presence of a thick white fluid in the breasts was remarkable. 
The uterus was small and firm, and certainly not gravid. The 
patient declared that she had not been pregnant for over five years, 
and the extensive inflammatory changes in the appendages almost 
precluded recent pregnancy. 

(2) Mrs. R., aged 21; married six months. Seven weeks before 
operation miscarried at about second month; bled for a week. Four- 
teen days later, foetid discharge followed by pains in iliac fossa. 
Violent attack of pain on the night before admission. Period 
regular and scanty, but not seen again since the abortion. I detected 
a mass in the right iliac fossa reaching downwards into right fornix. 
A smaller mass in the left fornix. Cervix displaced towards left and 
almost fixed. Powdery dark blood issued from uterus. Breasts 


*“A Clinical Experience of Ectopic Pregnancy,” Journal of Obst. and Gyn. of 
Brit. Emp., June 1906, p. 403. Several interesting cases simulating tubal gestation 
will be found at pp. 407-8. 
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small, areole virgin type. Temperature 99° four hours before opera- 
tion. At the operation the parietes bled but little. I removed two 
large pelvic tumours, double tubo-ovarian abscess; they have been 
carefully examined and preserved by Dr. Cuthbert Lockyer. He 
found no trace of tubercle or of ectopic gestation. The uterus was 
free from placental relics, but there was much “show” for two days 
after the operation. It then disappeared and there was no more 
discharge of any kind during convalescence. 

This case did not present much difficulty in diagnosis; inflam- 
matory disease of the appendages was evident, and it was probably 
older than the abortion. The powdery dark blood, “‘ Cullingworth’s 
symptom,” however, made me suspect abnormal gestation. Haultain 
dwells on the confusion of abortion in uterine pregnancy with early 
ectopic pregnancy. In this case the patient was attended, when she 
miscarried, not by any doctor or even by a midwife, but by an old 
woman who lived in the same house, and the patient never saw what 
was expelled from the uterus. The history of fetid discharge 
during convalescence indicated uterine abortion and temporary re- 
tention of membranes with septic infection of tubes already diseased 
and consequent complications of a grave nature detected at the 
operation. In fact, as I have already observed, diagnosis was not 
difficult, but the slight obscurity about the abortion and the dis- 


charge of powdery dark blood suggested the probability of tubal 
gestation. 


Bearing these three examples of acute pelvic disease in mind, I 


will now consider some of the symptoms noted in the case of tubal 
abortion :— 


(1) Long interval since last pregnancy. 

(2) History of previous inflammation. 

(3) Absence of free blood in peritoneal cavity. 

(4) Vascularity of abdominal walls. 

(5) Rise of temperature and “ ostial trickle.” 

(6) Constant “show” of blood masking amenorrhea. 
(7) Absence of pulsation in fornices. 

(8) Sudden discharge of green matter. 


(1) The long interval since the previous pregnancy favoured the 
diagnosis of tubal gestation; but Parry, who pointed out its fre- 
quency over thirty years ago, was aware that the interval is in many 
cases quite short, and experience has supported the conclusions of 
this great pioneer of the now bulky literature of ectopic gestation. 

(2) The history of previous pelvic inflammation was of no assis- 
tance in diagnosis. Its relation to tubal pregnancy is uncertain, 
and Couvelaire, in his splendid monograph, Htudes Anatomiques 
sur les Grossesses Tubaires (1901), shows that tubal inflammation is 
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not essential to the development of the pregnancy, and is in many 
cases a result, not a cause. A remarkable symptom in this case, 
the sudden escape of green, watery discharge, will be considered 
presently. 

(3) There was no free blood in the peritoneal cavity. Absence 
of intra-peritoneal hemorrhage was noted in Dr. Galabin’s curious 
case of complete tubal abortion produced by bimanual examination, ! 
but the expelled mole was much smaller than in my specimen. It 
was otherwise in two well-known reports of operation during the 
process of abortion, cases homologous to my own and at about the 
same stage of pregnancy. In Bland-Sutton’s patient “fluid venous 
blood inundated the belly” and the pelvis was filled with coagula. ” 
In John Phillips’s case “about half a pint of dark fluid blood and 
several black clots’? were found in the peritoneal cavity. In the 
present instance there were soft adhesions, doubtless a check to 
hemorrhage; they would most likely have proved inefficient had the 
mole been completely extruded. Still, in that event, the hemorrhage 
might have ceased, the tube regaining its normal condition. I have 
discussed elsewhere * my own experience of these hemorrhages and 
the opinions of Taylor, Champneys and others on operative and 
conservative treatment of tubal pregnancy. 

(4) I noted that the abdominal parietes bled very smartly when 
incised. This symptom, as I may term it, is usually observed in 
association with any form of pregnancy;° in this instance, let it be 
noted, gestation had already been checked when the abdominal wall 
was incised. In the case of tubo-ovarian abscess there was hardly 
any hemorrhage when the wound was made, although the patient 
was young. It is true that she was anemic and ill-nourished, but 
in the case of pyosalpinx there was also very little hemorrhage from 
the abdominal wound, yet the patient was young and robust and the 
recti were well-developed. 

(5) The high temperature following the attack of pain in the 
lower part of the abdomen on May 27th is instructive in relation to 
tubal abortion. Dr. Haultain observes that “the physical signs 
which develop from the ostial trickle consist in sudden severe hypo- 


gastric pain, particularly referable to the side, marked tenderness 
of the abdomen and an increased temperature.” My experience 


1“Tubal Abortion produced by Bimanual Examination,” Trans. Obstet. Society of 
London, vol. xlvii., p. 332. 

2 “On a Case of Tubal Abortion in which the ‘Mole’ was in process of Extrusion 
at the Time of Operation.” Jbid., vol. xlii., p. 311. 

3“A Case of Tubal Mole; Operation during the Process of Abortion,” Journal 
of Obst. and Gyn, of Brit. Emp., June 1906, p. 448. 

4“Hematoma and Hematocele: a Study of Two Cases of Early Tubal Preg- 
nancy,” 7'rans. Obst. Soc., Lond., vol. xliv., p. 218. 

5 It is often so well-marked in patients with uterine fibroid as to be almost diagnostic 
in doubtful cases where the tumour is partly cystic. 
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agrees with Dr. Haultain’s, the rise of temperature was in this case 
associated with a very limited “trickle.” It was also distinct in a 
case of tubal mole,’ where the ostium was open and a little fluid 
blood came in contact with the adjacent peritoneum. In other 
instances where much blood “trickled” away, I have found marked 
rise of temperature with no evidence of sepsis. 

(6) There had been a slight “show” of blood almost daily for two 
months before the operation. I may be allowed to term this symp- 
tom “masked amenorrhea.” Irregular bleedings are exceedingly 
common in the early stages of tubal gestation and are often mistaken 
by the patient for catamenial periods, but continuous “show” is, in 
my experience, less frequent. Hemorrhages, however, occurred in the 
two other cases under my observation at the same time, though there 
was no tubal gestation in either instance, a fact on which I have 
already made some comment. 


(7) There was no pulsation in the right fornix, or in Douglas’s 
pouch. Yet I have noted this symptom very distinctly in a case of 
hematocele and also in an instance of true hematoma, continuing 
after the pregnancy had been interrupted? It was absent in the 


two cases of diseased non-gravid tubes reported in this communica- 
tion. 


(8) The green, watery discharge, following an acute attack of 
pain, was the most confusing symptom in this case of tubal abor- 
tion. The patient dwelt on the fact that she had contracted 
gonorrhea twelve years before, and I was able to obtain a trustworthy 
record of pelvic disease which came on a few years later. Hence, 
notwithstanding the clear history of recent acute pelvic pain, I 
could not diagnose tubal gestation with certainty. The tender mass 
in Douglas’s pouch suggested the possibility of pyosalpinx. No 
decidua was detected; perhaps it had come away with the discharge. 

Dysuria was a distinct feature in this case, but was just as marked 
in the patient from whom I removed a large pyosalpinx. 

In conclusion, I need only dwell on one subject in regard to the 
operation performed in this case of tubal abortion. Finding the 
opposite appendages healthy I saved them. I do not approve of 
removal of normal appendages, still less of hysterectomy, in opera- 
tions for tubal pregnancy in its early stages. In four cases of this 
class where I removed the tubal sac and saved the opposite appen- 
dages, the patient afterwards had a normal uterine pregnancy. 
Three of these cases have already been recorded in this JouRNAL.® 


1The case mentioned above, Muscum Royal College of Surgeons, No. 4695L. 
2Zoc. jam cit, pp. 211 and 216. 
3“A Case of Repeated Tubal Pregnancy,” vol. vii., p. 403. 


Fic. I. External appearance of the tubal sac expelling the mole. 

Fic. II. The sac seen in section. 

Fic. III. Diagrammatic sketch taken from Fig. ii.: a,a, tubal walls, greatly 
thickened ; 0s. 0s, ostium of tube; i.c, portion of the clot within tubal canal; 0.c, 
portion outside canal; amn, amniotic cavity; amn.c, clot partly occupying the cavity 
(see text). 
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IX. 
Tubal Twin Pregnancy. 


By Frepericx J. McCann, M.D. (Edin.), F.R.C.S. (Eng.), M.R.C.P. 
(London). 


THE patient, a married woman aged 35 years, was suddenly seized on 
October 9th, 1905, with acute pain in the lower part of the abdomen, 
accompanied by faintness and vomiting. She was put to bed; medical 
assistance was summoned, and after restoratives had been applied she 
rallied from the attack. 


She continued to suffer great pain (for which morphia was given 
and repeated), until another acute attack supervened on October 15th, 
during which her condition became extremely grave. She was re- 
moved to a nursing home, and I was asked to see her in consultation. 
The disturbance connected with her removal the previous evening had 
upset her, but I was informed that some improvement had occurred. 


- She was extremely blanched, and was unable to answer questions. 
Her pulse was 140, rapid, and badly filled. The lower part of the 
abdomen was distended and extremely sensitive on palpation, yet the 
outline of a tumour could be detected in the left iliac region, and there 
was impaired resonance in that situation. Bimanually, the uterus 
was found to be slightly enlarged, and a definite swelling occupied the 
left posterior quarter of the pelvis, which was continuous with that 
noted per abdomen. 

I was able to obtain from her husband the information that she 
had missed two periods, the third being due on October 16th. She had 
been married 12 years, and had had one child, a year and a half after 
marriage. Her mother had had 14 children, but no history of 
twins in the family could be obtained. 

A diagnosis of tubal pregnancy was made and operation recom- 
mended, but owing to her general condition, and the amount of 
morphia she had had, a guarded prognosis was given. 

The abdomen was opened in the middle line, and some dark fluid 
and blood-clot escaped; the hand was inserted, and the dilated left 
Fallopian tube was brought rapidly up into the wound after the 
separation of some adhesions. A large mass of blood-clot surrounded 
the ampullary end of the tube, and occupied the left iliac fossa. The 
tube was ligatured and removed and the blood cleared out. There 
being some oozing from adhesions, a gauze drain was used. 


The patient bore the operation well, and her general condition was 
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The left Fallopian tube containing twin foetuses 
(natural size). 
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improved. She gave considerable anxiety during the after treatment, 
however, owing to her extreme weakness and emaciation, and she 
died somewhat suddenly eight days after operation. 

She was kept alive by saline infusion and strychnine injections; 
indeed, on two occasions, I was summoned to her bedside when her 
pulse was failing, and was able by subcutaneous infusion of salt solu- 
tion to restore her. Her nurses were unremitting in their care during 
the whole of her illness. 


This case emphasizes the importance of early operation, for I 
feel sure that the delay in this instance militated against the success 
of the operation, 

A post mortem examination was made by Dr. A. W. Sikes, from 
whose report the following is an extract :— 

“There was no sign of suppuration in the abdominal cavity, but 
the cecum was fixed by adhesions. 

“ The uterus, firm in consistence, was slightly enlarged but other- 
wise normal. The right tube was normal, the right ovary was en- 
larged and contained a cyst about 3 in. in diameter, the remains of an 
old corpus luteum. The left tube had been removed, the ligatures 
were in place, and the part appeared quite healthy; the left ovary was 
also large. There was no thrombosis seen in the pelvic veins or in the 
vena cava. The right femoral vein was normal, but there was a 
thrombus in the left femoral vein. This was loose, and easily removed, 
and the wall of the vessel did not show any change except some 
staining. 

“The liver was normal; there were no stones in the gall bladder. 
The spleen (4 oz.) was firm and healthy. 


“The lungs (right 14 0z., left 1402.) exhibited no infarcts and were 
not congested. No thrombi were present in the pulmonary veins. 
The heart (83 oz.) contained some clot in the right auricle; the valves 
were healthy. There was no fluid in the pericardium. In each 
pleural cavity there were about 6 oz. of serous fluid. 

“ Kidneys (right 40z., left 440z.). The cortex was smaller than 
normal and streaked, the capsules were somewhat adherent. Both 
kidneys were affected with a certain amount of chronic nephritis. 

“The intestines were normal with the exception of the cecum 
which was adherent.” 

The post mortem examination did not reveal the cause of death. 
I thought it might have been an embolus, but gradual cardiac weak- 
ness was the probable cause. 


Description of the parts removed. 

As seen in the accompanying natural size drawing, the specimen 
consists of the dilated left Fallopian tube, exhibiting a cavity towards 
the ampullary end, which measures 3 cm. by 2} cm., and is occupied 
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by two fetuses. These are attached by separate umbilical cords, and 
one fetus is smaller than its fellow. The cavity containing the 
foetuses is enveloped by blood-clot, and the fimbriated end of the tube 
is sealed. The tube has been incised along its superior border, and 
the two halves pulled asunder to disclose the amniotic cavity. 

Under the designation tubal twin pregnancy, three distinct con- 
ditions are included. 


(1) Where one ovum is intra-uterine and the other extra-uterine. 
(2) Where each tube contains an ovum. 
(3) Where both ova are contained in one tube. 


It is to the third class that the term tubal twin pregnancy should 
be restricted, and of which the case just described is a good example. 

Many examples of the first variety have been recorded, and even 
up to the year 1896 Patellani had collected 37 cases. 

The second variety (of which a good account is given by Jayle and 
Nandrot, Revue de Gynéc., viii., 1904, pp. 195—226) is held to be the 
rarest. Coe, Med. Record, New York, May 1893, p. 667; Kristinius, 
Wien. klin. Woch., 1902, Nr. 47); Psaltoff, Cent. fiir Gyn., 1903, 
Nr. 47, p. 1409, record illustrative cases as well as Henricius and 
Kolster, Arch. fiir Gyn., Nr. 58, p. 95. 

Professor Schauta exhibited a specimen of the third variety or true 
tubal twin pregnancy at a meeting of the Obstetrical Society of 
Vienna, of which a description is given in the Zentralblatt fiir Gyndko- 
logie, 1905, Nr. 2, p. 45. The tube contained two ova, one quite small, 
median in situation, 1}—2 cm. in diameter; the other situated later- 
ally, 4—5cm. in diameter, contained a macerated foetus 6cm. long. 
Both ova were markedly infiltrated with blood, and separated by a 
distinct annular zone from the normal tube wall. It was inferred 
from the clinical history that early death of oneembryo had occurred. 
Professor Schauta mentioned that he had been able to obtain records 
of 19 examples of this type, but whether others are included I am 
unable to state, for I have failed to find references to this particular 
variety, and so cannot trace the nineteen examples. Saniter, however, 
has recorded and figured an illustrative case in the Zettschr. fiir Geb. 
und Gyn., 1905, Bd. lv., p. 492, where the right tube contained two 
ova of different sizes; the smaller had a diameter of 1—2 cm., and was 
situated 2—3 em. from the uterus, while the larger was nearer the 
fimbriated extremity, being separated from its fellow by 2 cm. of tube. 
It was about equal in size to a hen’s egg, and contained a fetus 4 cm. 
long. Both ova had ruptured, the former through a punctiform tear, 
the larger through a gaping aperture in which the ovum rested as if 
in an egg cup. Both the elder sister of the patient and her grand- 
mother had had twin pregnancies. The clinical history is not 


different from that of an ordinary tubal pregnancy. Saniter’s patient 
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was 37 years of age and had had a normal confinement 9 years pre- 
viously. The menstrual periods had ceased for two months. There 
was also some uterine hemorrhage about four weeks before the opera- 
tion, followed a week later by a slight fainting attack. Under 
anesthesia, thickening of the right tube was felt. 

The special interest attaching to the case reported in this paper is 
that the tube contained two foetuses enclosed in one amniotic sac, and 
of this condition I have been unable to find any other example. 


It is a curious coincidence that in my private work I have happened 
to meet with two of the rarest complications of tubal pregnancy, viz., 
an example of torsion of the pedicle of a gravid tube* and the 
occurrence of twin foetuses in one tube. 


* Lancet, May 9, 1903. 
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Obituary. 


ROBERT HAMILTON BELL, M.A., M.B., B.C. (Cantab.), 
F.R.C.S. (Eng.), M.R.C.P. (Lond.). 


For the first time since this JourNAL was established, there falls to 
its staff this month the sad duty of recording the death of one of 
their own number, R. Hamilton Bell. 

A slight cold lasting for some weeks, but scarcely serious enough 
to interfere with his work, and the strain, mental and physical, 
consequent upon the sudden death of jhis father (which took place 
only a fortnight before his own), seemed, in spite of his robust and 
healthy constitution, to have had the effect of so depressing his 
vitality, as to leave him without the strength to battle with acute 
disease. On Friday, October 26th, though feeling out of sorts, he 
went down to St. Thomas’s Hospital to take his class as usual, which 
he did with some effort. But during the rest of the day he became 
more and more ill and that night he had an attack of acute laryngitis. 
Shortly afterwards there were developed signs of pneumonia, which 
spread with appalling rapidity, and terminated fatally on the night 
of Monday, October 29th. 

During the past two years, Bell’s name has become familiar to 
our readers, and it will be seriously missed both by them and by his 
editorial colleagues. He did more for the JournaL than is repre- 
sented by his signed work. He was always ready ungrudgingly to 
give his aid in times of pressure, and, on several occasions, as, for 
example, during holiday time, he rendered unacknowledged service 
in assisting to prepare the JourNaL for the press. He was also a not 
infrequent contributor, and a melancholy interest attaches to his 
paper in this number, as our colleague was struck down before he 
had quite completed it. Fortunately, however, it was so nearly 
finished that the fact of the concluding paragraphs remaining 
unwritten does not detract from the value or importance of a paper 
on which he had expended much thought and much labour, and 
which will ever remain the best memorial he could possibly have 
left us. The illustration it affords of his careful methods and 
cautious judgement intensifies the regret of his fellow workers that 
one who gave such bright promise of future usefulness and success 
should have been taken from them before that promise had had time 
to ripen into fulfilment. 

Robert Hamilton Bell was born in London in 1871. He began 
his medical education at Trinity College, Cambridge, and took his 
B.A. in the Natural Science Tripos in 1894. He entered St. 
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Thomas’s Hospital for his clinical studies in 1895, and obtained 
the degrees of M.B., B.C., at Cambridge in 1898. After having 
acted as house physician and obstetric house physician at St. 
Thomas’s, he was engaged for a short time in general practice in 
Kensington, but his interest in gynecological work led him to 
abandon this for special practice in 1901. At that time a vacancy 
occurred on the staff of the Samaritan Hospital giving him the 
opportunity he wished, and he applied for and obtained the appoint- 
ment of physician to out-patients at that hospital. In 1902 he was 
appointed obstetric tutor and registrar at St. Thomas’s; in 1905 
physician to out-patients (diseases of women) at the Great Northern 
Central Hospital, and in 1906 (in a similar capacity) at the British 
Lying-in Hospital—all these appointments he held up to the time 
of his death. After giving up general practice, Bell devoted much 
of his spare time to working for the higher professional diplomas, 
and became first a Member of the Royal College of Physicians and 
then a Fellow of the Royal College of Surgeons. This left him but 
little time for investigation, and yet, in spite of the great tax en- 
tailed by his connection with several hospitals in different parts of 
London, he threw himself with enthusiasm into the working out of 
whatever material he came across, and even in the short span that 
has been allotted to him has produced much useful work, and that 
of a kind which marks his interest in the scientific side of his pro- 
fession. Besides the detailed and laborious work entailed in the 
preparation of the registrar’s report of the gynecological department 
at St. Thomas’s, which he compiled annually for the last four years, 
he was a frequent contributor both to this JourNaL and to the 
Transactions of the Obstetrical Society of London. The following 
papers of his have appeared in this JourNAL :— 

“A case of eclampsia, with autopsy and remarks” (vol. ii., 
p. 269); “A case of hydatidiform mole with cystic ovaries, chorion- 
epithelioma, &c.” (in collaboration) (vol. iv., p. 520); “A cyst in 
connection with the right Fallopian tube arising probably from an 
accessory Fallopian tube” (vol. v., p. 155); “Torsion of the pedicle 
in hydrosalpinx and other morbid conditions of the Fallopian tube” 
(vol. v., p. 514); “On the appearance of thyroid-like structures in 
ovarian cysts” (vol. viii., p. 92); and finally the paper in the present 
number, to which reference has already been made. 

Except in the last paper, Bell’s work will be noticed to have dealt 
mainly with pathological questions, but that is the natural conse- 
quence of his not having had sufficient time to accumulate clinical 
material of his own. He brought to his clinical work the same care- 
ful observation and sound judgement which characterize his pub- 
lished work, and these qualities made his opinion valued by his 
professional brethren and trusted by his patients. 
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As a teacher he had the faculty of discovering a student’s diffi- 
culties, and by the individual interest he took in each pupil he 
attracted men to his classes at St. Thomas’s and acquired a wide 
reputation as an able and successful tutor. He had great strength 
of character and honesty of purpose, and these, combined with a 
clear vision, a freedom from petty ambitions and jealousies, and a 
broad knowledge of and outlook on affairs, made him a valuable 
member of committees, and led to his having an influence and weight 
with his hospital colleagues such as are but rarely acquired by so 
junior a member of the staff. His frank and courteous manner 
helped him in all his professional associations, and all who knew Bell 
were unanimous in predicting for him a successful career. It is 
a matter for profound sorrow that after the toil and time spent in 
acquiring the knowledge and special experience to equip himself 
for consulting practice his life should have been cut short just as the 
reward seemed well within his view. 

Those of us who knew Bell intimately were attracted to him by 
his brightness and charm of manner, by his wide interests and by 
his strong convictions, and we shall always cherish the memory of 
one whose friendship has had so genial and stimulating an influence 
on our lives. 

He married, in 1903, a daughter of the late Sir William Leng, 
of Sheffield, and that he leaves her and a little boy under two years 
of age to mourn his loss adds a further note of tragedy to the circum- 
stances of his death. 
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REVIEW OF CURRENT LITERATURE. 


ECTOPIC GESTATION. 


Advanced Extra-uterine Pregnancy. 


Srrtner. Archiv fiir Gyndk.,* Bd. 64, Ht. 3, pp. 526—-667; Bd. 69, 
Ht. 3, pp. 1—15.  Zentral. fiir Gyndkol., 1903, No. 2. Deuts. 
med. Wchnschr., 1906, No. 30, p. 1200. 


In these papers Sittner records two cases of abdominal pregnancy 
from his own practice, and reviews the whole subject up to date 
from cases recorded by other operators. 

He reports a case of a 4-para, who, three months after the cessa- 
tion of menstruation complained of severe pain in the bladder region 
associated with considerable distension and localized tenderness. 
The uterus was retroverted, and to the right side a large indefinite 
swelling could be felt. The diagnosis of probable appendicitis 
seemed justified, although the continued colicky attacks in the lower 
part of the abdomen would seem to point to a possible pelvic cause. 

Sudden severe pain and collapse, however, supervened, with 
vomiting and tenesmus, suggesting the more probable cause as a 
ruptured ectopic gestation. Expectant treatment was, however, 
adopted. The patient continued to have severe colicky pains at 
intervals, with progressive emaciation and weakness. About the 
seventh month the uterus could be palpated distinctly but lying to 
the right side, while to its left side could be felt on careful palpation 
the different parts of the foetal body. 

Owing to the size of the uterus an intra- and extra-uterine preg- 
nancy was diagnosed, and about the seventh month laparotomy was 
performed. What appeared to have been the uterus before opera- 
tion, proved to be the placenta attached to the intestines over the 
right pelvic region, while the child lay among the coils of intestine 
on the left side; no membranes or liquor amnii being present. 

In reviewing this case, Sittner considers the question of differen- 
tial diagnosis, and refers to the difficulty in the early months of 
diagnosing it from other adnexal swellings, while the diagnosis of 
pregnancy in the later months is easy, although the recognition of 
the independence of the foetal sac from the uterus is a difficult one. 


* Although some of the papers included in this abstract were published some 
little time ago, our readers will, we are sure, be grateful to us for including in this 
special number a summary of these important contributions on the subject. 
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Again, simple abortion and appendicular affections in the early 
stages are simulated by ectopic gestation. The colicky attacks 
and the presence of mild jaundice are, however, suggestive of the 
latter condition. 


Of 77 cases of ectopic gestation operated on in Schauta’s clinique, 
7 were diagnosed as inflammatory conditions of the tubes. 

In the rare cases of rupture of the uterus in early pregnancy, the 
diagnosis of abdominal pregnancy is difficult and puzzling. The 
treatment most advisable in the later stages seems to be palliative 
until the death of the child. Statistics show that operation while 
the child is living gives a mortality between 80-—90 per cent., and 
those in which the child was dead show at most a mortality of 37 per 
cent. On the other hand, expectant treatment has led to death from 
hemorrhage from partial detachment of the placenta. 

In all cases of ectopic gestation collected from the same source 
a mortality of 68 per cent. is recorded in those cases allowed to run 
a spontaneous course, while in those submitted to operation the 
mortality is 23°6 per cent. 

Operation after death of the foetus, on the other hand, is not 
without danger from placental hemorrhage, as statistics seem to 
show that obliteration of the placental blood-vessels does not occur 
till from 2—6 months after the death of the fetus. Thus, although 
operation on the living child is associated with a higher mortality 
than in the case of the dead child, the risk involved during a period 
of expectant treatment until the death of the child more than 
counterbalances the difference in the mortality. This fact seems to 
point to an early operation while the child lives as the treatment 
associated with least risk in the long run to the mother, disregarding 
even the chances of a viable child. 

He compares the mortality of children born alive after intra- and 
extra-uterine gestation. 


During the Ist 24 hours... 1 intra-uterine to 19:1 extra-uterine. 
Up to Ist month 1 


Children born alive after extra-uterine pregnancy are less de- 
veloped and often maldeveloped; but, on the other hand, about 50 
per cent. of those born alive reach adult life. Therefore, in extra- 
uterine pregnancy with living child, the life of the child ought 
always to be a matter of consideration in its treatment. Again, 
statistics show that the results of operative treatment are as good 
for the mother in the last month as in the sixth or seventh month 
of pregnancy. 

On the other hand, delay is undoubtedly prejudicial to the 
mother. Peritonitis, urinary trouble, emaciation, rupture of the 
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sac, are the more common complications, so that the question of 
operation in these cases depends on the condition of the mother. 

Concerning the operative treatment, Sittner discusses at great 
length the question of the propriety of removing the placenta and 
its membranes, or leaving them in situ and stitching the sac to the 
abdominal wall. The tendency of surgeons seems more and more to 
be in favour of complete removal. 107 cases were collected, in 53 
of which the placenta was removed, while in 54 it was left in situ, 
and the percentage of mortality presented a striking difference in 
favour of complete removal with figures of 18°8 per cent. as against 
574 per cent., a three times greater mortality in cases of incomplete 
removal. 

Three conditions offer difficulties in removal: extensive adhesions 
of placenta and membranes to viscera, intra-ligamentous position of 
the sac, the atypical position of placenta in pelvis; occurring in per- 
centages of 10 per cent., 25 per cent., and 37 per cent. respectively. 

The paper is based on a collection of 126 cases in which lapar- 
otomy was performed after the 21st week with living child. To 
these, in a more recent publication 16 are added, of which one case is 
interesting, in that the gestation sac lay between the liver and the 
right kidney. 

Since the above contribution to the subject was made, a second 
case has occurred in Sittner’s practice, in which he operated on an 
abdominal pregnancy at full time with a living child. Sittner has 
collected up to the present time only 14 cases in literature, in which 
one operator has operated twice in this condition, and in only four 
instances has the same surgeon had three such cases. 

Olshausen alone has operated three times in the last month of 
pregnancy, while Reus, Saufter and Zweifel have had on three occa- 
sions cases in the 7th, Sth and 9th months of pregnancy. 

Sittner’s case proved to be a secondary abdominal pregnancy, 
which had primarily developed in the left Fallopian tube. He believes 
that most cases result from an actual rupture of the Fallopian tube, 
and not from tubal abortion. This he explains from the fact that the 
ovum and its membranes grow into and rarify the muscular coat of 
the tube. This erosion takes place gradually and explains the large 
number of cases of abdominal pregnaney in which there are no 
symptoms of a tubal rupture. When rupture occurs suddenly, 
as a result of trauma or any other cause, the ovum becomes loosened 
from its connections and the pregnancy ceases to progress. 

He draws attention, also, to the frequency with which the pla- 
centa is attached only by its lower pole to the pelvic viscera, and 
projects freely into the abdominal cavity. This free portion on pal- 
pation has often been mistaken for the pregnant uterus, as in the 
first case described by himself. E. Scorr CarMICHAEL. 
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Advanced Extra-uterine Gestation, with Living Child. 
Lanpav (Tu.). Berl. klin. Wehnschr., 1906, No. 32, p. 1061. 


ALTHOUGH cases of advanced extra-uterine gestation in which the 
fetus has survived rupture of the sac are not common, Sittner (in 
1903) was able to collect 141 such cases, including amongst them one 
of Th. Landau’s. He has also recently published a second case of 
this nature operated on by the some authority. Landau’s third case 
forms the subject of the present communication. 

The patient was 39 years of age. Menstruation commenced when 
she was 15 years old, and had always been regular. She had had 
four labours—the last eight years previously. These had all been 
normal and easy. No abortion. Six years previously the left ovary 
had been removed on account of an ovarian tumour. A pad was 
accidently left behind in the abdomen at this operation. An abscess 
formed in the wound, and this, in spite of treatment, led to a fecal 
fistula. Eighteen weeks after the ovariotomy, the abdomen was re- 
opened and the foreign body removed. The peritoneal cavity was left 
open, more intestinal fistule were formed, and these healed partly 
spontaneously and partly after suture. At the end of five months 
the wound was healed. Subsequently a large abdominal hernia de- 
veloped in the laparotomy wound: it was kept back by an abdominal 
belt. Apart from frequently recurring dragging pains in the pelvis 
and feelings of distension, the patient felt fairly well until Sep- 
tember, 1905. On September 17th the period set in and was accom- 
panied by a brown discharge which lasted for three weeks. During 
this time the pelvic pains continued, and as no physical signs could 
be ascertained, the diagnosis of muscle-stretching was made. As the 
patient did not get relief other medical men were consulted, and in 
October she was attacked by a sudden violent pain, during which she 
became unconscious. She was taken home, and as no flatus or feces 
were passed, the case was diagnosed as one of intestinal obstruction 
due to a volvulus. As an action of the bowels followed a high 
injection of oil, operation was avoided, There was no fever, The patient 
rapidly lost weight and strength. In November uterine bleeding 
occurred, This the patient regarded as a period. Towards the end 
of this month she was again seized with pain, vomiting, etc., and as 
a tumour was felt in the left side of the pelvis, and the general condi- 
tion of the patient was bad and the anemia was progressive, the 
diagnosis now arrived at was carcinoma of the intestine. 

In December menstruation did not appear, and, in spite of careful 
dieting, vomiting continued. An obstetrician now made the alterna- 
tive diagnosis of extra-uterine gestation or uterine myoma. The 
condition improved. In January foetal movements were felt, and 
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the pregnancy advanced, accompanied by many painful and discom- 
forting symptoms. There was much vomiting, with loss of appetite, 
hence the condition was bad. A discharge from the vulva had been 
noticed since October, but no decidua had been passed. 

The patient was admitted to Landau’s clinic on April 18th. 
Owing to the hernial scar in the abdominal wall, as well as the 
matting of intestines due to adhesions, a satisfactory abdominal ex- 
amination was impossible. In the left hypochondrium was felt a 
tumour which could not be distinguished from the uterus. It was 
regarded as the pregnant uterus. ‘The back of the feetus could be 
felt to the left and the extremities to the right. 

With the object of interrupting the pregnancy, a bag was in- 
serted into the os. Pains set in in two hours and then ceased. By 
passing a finger into the uterine cavity it was ascertained that the 
uterus was empty, and it could then be felt that the sac containing the 
foetus was situated aboveand to the right of the uterus. The fetal heart 
sounds could also be heard. The diagnosis of extra-uterine gestation 
with living foetus was thus proved. Operation was now undertaken, 
and this confirmed the diagnosis. An incision was made along the 
side of the old scar, and much time was spent in breaking down 
adhesions. At last the tumour was freed—at least anteriorly. The 
field of operation was then enlarged by making a second incision 
at right angles to the first, parallel to the pubic symphysis. The 
tumour was then immobilized as much as possible; an attempt to 
deliver it through the wound led to its rupture. Amniotic fluid and 
the foetus escaped and two clamps were attached to the umbilical 
cord, which was then divided. The child was handed over to an 
assistant, and soon gave evidence of life by crying lustily. The sac 
was then brought forward into the wound, whilst an assistant com- 
pressed the aorta. Massive adhesions containing large blood-vessels 
were found at the left upper part; these were ligatured and divided. 
It was then found that the uterus was lying to the left, and that the 
pedicle of the sac was formed by the broad ligament on the right 
side. The tube and ovary could not be distinguished. The ureter 
was then separated from the sac, and the base of the ligament was 
ligatured. The sac was then removed, the toilet of the peritoneum 
performed and the pelvis packed with xeroform gauze, a strip 
being led along the anterior surface of the uterus. Before closing 
the abdomen many adhesions matting the intestines together were 
divided. 

The patient and the child—which was a female, 38 cm. in length, 
weighing 1,300 grammes, and having a wry-neck on the left side—did 
well, and were discharged on May 24th, without further complica- 


tions supervening, and on July 3rd they were both in excellent 
health. 
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The description of the specimen removed contains nothing note- 
worthy. Landau discusses the case epicritically at great length. 
The multiplicity of the diagnoses made were doubtless due to the 
difficulty in palpating the abdomen; but he points out that the attack 
of pain, with unconsciousness and without fever, had all the signs 
of an acute apyretic peritonitis, and that this should have suggested 
the occurrence of extra-uterine gestation. It would certainly have 
been safer for the patient if the operation had been performed at this 
time, for the dangers of continued extra-uterine pregnancy under 
these conditions are very great. The mother would have been de- 
prived of her child, but she would have been spared months of great 
suffering and grave dangers. 

Landau insists on the value of a suiticiently extensive incision 
so as to ensure a large field of operation, the addition of a transverse 
incision, including, if necessary, the muscular tissues, offers great 
assistance, whilst ligature of the uterine and ovarian arteries or 
compression of the abdominal aorta during extirpation of the sac are 
also procedures of considerable value. 

Frank Taytor. 


A Case of Full-term Abdominal Pregnancy, with the Placental 
Site on the Under Surface of the Liver and Gall-bladder. 


SEELiGMANN. Deuts. med. Wehnschr., 1906, No. 22, p. 879. 


Tuer patient was a multipara of 35, who, after three months 
amenorrhea, had an attack with all the symptoms of a ruptured 
extra-uterine pregnancy at the end of December, 1904. Examina- 
tion under anesthesia, however, failed to reveal any evidence of 
enlargement of the uterine appendages or of a swelling in the pouch 
of Douglas. The uterus was found enlarged to a size corresponding 
to the number of missed periods, and, therefore, in the absence of 
definite physical signs, the patient was discharged from hospital 
to the care of her ordinary medical adviser. In the course of her 
pregnancy she suffered from severe pains in the liver region and 
from persistent jaundice, for which she was treated symptomatically. 
She was seen again by the writer on August 19th, 1905; the fetal 
movements, after having been very strong and painful, had then 
ceased for over a fortnight. The jaundice had quite disappeared; 
the foetal heart was not heard. During the next few days portions 
of membrane were discharged per vaginam, and by dilating the 
cervix the finger brought away the plainly recognizable uterine 
decidua. The diagnosis was made certain by dilating the uterus 
and exploring the interior with the finger, when the cavity was 
found to be empty. 
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The abdomen was opened on September 11th, when the fcetal sac 
was at once encountered, the uterus enlarged to the size of a three 
months’ pregnancy lying in the pelvis with its appendages on both 
sides quite intact and, without any evident connection with the sac. 
The sac was opened and its walls fixed to the edges of the abdominal 
incision. A macerated fetus of 10 ibs. weight and 36 cm. in length 
was extracted. The placenta was found to be attached to the under 
surface of the liver and gall-bladder and to the parietal peritoneum 
of the right hypochondrium. An attempt to remove the placenta 
gave rise to such severe bleeding that the whole sac was stuffed with 
seven operation towels and the wound temporarily sutured. Two 
days later the plug was removed and the bleeding found to have 
ceased. For some days the cavity was washed out with normal 
saline solution and re-plugged After fourteen days, when the tem- 
perature reached 39°5°C. and the cavity had become very offensive, 
a further attempt was made to remove the placenta, but in detaching 
it from the under surface of the liver the hemorrhage was again 
so severe as to necessitate further plugging. For a time the tem- 
perature was lower, but in the course of eight days it reached 40°C., 
so four weeks after the operation a further attempt was made to 
remove the placenta, and this time it was found possible to detach 
the whole of the macerated structure from the liver and gall-bladder. 
The temperature then fell rapidly, the cavity soon closed up, 
and the patient was discharged six weeks after the operation. 

The author discusses the case and the methods of treatment 
which can be adopted in such conditions. His explanation of the 
course of events in this case is that at the time of the attack in 
December, 1904, the ovum escaped from the open end of the tube 
with very little internal hemorrhage and without losing its vitality, 
and was carried by the peristaltic movements of the bowels to the 
under surface of the liver, to which it became attached. It is inter- 
esting to note that the placenta in such a position can find sufficiently 
favourable conditions to allow of the full development of the foetus. 


J. S. FAIrRBAIRN. 


Considerations on the Surgical Treatment of Advanced Ectopic 
Gestation, with Death of the Fcetus. 


Barnspy (H.). Revue de Gynécol. et de Chirur, Abdom., June, 1906. 


Tuts is an important contribution to the debated question as to the 
correct method of dealing with the gestation sac when operating on 
cases of advanced extra-uterine gestation. Probably most surgeons 
would agree with the following statements : — 

(a) If the foetus has been dead for some time, and the placental 
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circulation has ceased for several weeks or more, an attempt should 
be made to remove the gestation sac entire. 

(6) If the foetus is living, and the placental circulation active, 
it will be preferable to resort to marsupialization of the sac as the 
best means of avoiding dangerous hemorrhage. 

Barnsby is led by his experience to doubt the correctness of the 
first of these statements, and his opinions are based on five personal 
observations, full details of which are given. 


Summary of cases. 


(1) Full-term ectopic gestation, foetus dead. Laparotomy at the 
tenth month. Marsupialization of the sac. Recovery. In very good 
health six months later. 


(2) Ectopic gestation, nearly full-term, fetus dead. Laparotomy 
at the tenth month. Marsupialization of the sac. Recovery. Very 
well five months later. 


(3) Ectopic gestation, fetus dead at the seventh month. 
Laparotomy at the ninth month. Ablation of the sac. Death from 
hemorrhage eight hours after the operation. 


(4) Tubal pregnancy ruptured at the fifth month without any 
grave complications. Secondary abdominal pregnancy, with death 
of the foetus. Laparotomy at the eighth month. Removal of the 
whole gestation sac. Recovery. [The operation in this case was 
quite straightforward. There could be no question that removal of 
the sac was the proper treatment. The case is hardly on all fours 
with the others recorded in the paper. ] 


(5) Recurrence of ectopic gestation. (a) Tubal pregnancy rup- 
tured at the third month. Laparotomy, with complete removal. 
Recovery. (b) Extra-uterine gestation, nearly full-term, with dead 
fetus. Laparotomy at the tenth month. Marsupialization of the 
sac. Recovery. Two years later in very good health. 

Excluding Case 4 we have here four cases of ectopic gestation in 
which the foetus lived till the seventh month or later, and in which 
operation was postponed till about two months after the death of the 
foetus. In three of these cases the sac was stitched to the abdominal 
wall, and all three recovered. In one case the sac was removed 
entire, and sub-total hysterectomy performed at the same time in 
order to arrest the hemorrhage, but death occurred eight hours later. 

Barnsby concludes that in all ectopic gestations later than the 
seventh month it is better to marsupialize the sac, and await patiently 
the elimination of the placenta. Total extirpation should be re- 
served for those rare cases where the foetal sac has not contracted 
adhesions to the neighbouring organs. He admits that the operation 
is far from being immediately satisfactory to the surgeon, that there 
is a long and laborious convalescence, with repeated and very careful 
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dressings, and ultimately a weak cicatrix; but he opposes to these 
disadvantages the absence of hemorrhage, the small chance of infec- 
tion, and, finally, the good ultimate prognosis. With regard to 
“the small chance of infection,” Barnsby lays stress on the necessity 
for double drainage, z.e. by the vagina as well as the abdomen. 
Commonly the sac presents a lower pole which descends more or less 
into the pouch of Douglas. Drainage of this lower part of the sac 
by a tube passing into the vagina avoids a post-operative complica- 
tion which is too frequent. 
R. Hamiton 


A Case of Full-term Intra-ligamentary Pregnancy. 
Répicer (Hermann). Zentral. fiir Gynikol., No. 31, 1906. 


ComPLetE development of the human fetus between the folds of the 
broad ligament is extremely rare; more frequently part of the fetus 
is intra-ligamentary, whilst a part develops in the free peritoneal 
space. The intra-abdominal situation of the fetus may easily be 
mistaken for the intra-ligamentous, owing to the development of 
an inflammatory pseudo-membrane around the gestation sac. The 
latter is not infrequently considered to be of the broad liga- 


ments, especially in cases where the sac is fixed by adhesions in the 
pouch of Douglas and the anterior surface of the broad ligament 
forms its upper investment. Vermeiy recorded a case of intra- 
ligamentary pregnancy at the Gynecological Society of Holland, 
in January, 1902. This specimen was thoroughly studied by 
van Tussenbroek. Rédiger’s case is as follows :— 

The patient was aged 36 years. She had had two normal labours 
(in 1891 and 1899). In 1900 she aborted as the result of typhus 
fever. In November, 1904, the patient again became pregnant; fetal 
movements were felt in April, 1905. At the end of August labour- 
like pains set in, with sharp hemorrhage and the passage of shreds. 
Early in September foetal movements ceased. Periodic hemorrhage 
occurred through the months of September, October and November, 
during which time the general condition of the abdomen remained 
unaltered. 

On examination, Rédiger found the uterus empty, whilst lying 
in close contact with it, to the right and above, there was a cystic 
swelling which reached below to the level of the portio cervicis, and 
upwards to four fingers’ breadth above the umbilicus. The tumour 
was practically immobile. A hard round body, felt through the left 
vaginal vault, was diagnosed to be a child’s head. The breasts were 
secreting freely. On December 11th, 1905, laparotomy was per- 
formed. An elastic tumour covered by smooth peritoneum and 
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having a wide base extending into the small pelvis was discovered. 
Anteriorly and to the left the anterior parietal peritoneum was ad- 
herent to the tumour. Behind there were a few easily separable 
adhesions. The pouch of Douglas was empty. The sac was sewn 
to the abdominal walls and then opened. The amniotic fluid 
measured one litre and a half; it was dark green in colour, and the 
interior of the sac was covered by a greenish membrane. The fcetus 
was a female weighing 8lbs.; it showed commencing maceration. 
The placenta was left in situ, and the sac washed out with sterile 
water and packed with iodoform gauze. There was no post opera- 
tive fever. The placenta was removed on the 20th day without 
causing hemorrhage. The wound closed three weeks after the 
removal of the placenta. There was no fistula. 

Three months later vaginal examination revealed no trace of the 
gestation sac, and the uterus was quite — and situated in the 
mid line. 

True intra-ligamentary pregnancy gives the same physical signs 
as pseudo-ligamentary pregnancy, but during operation the former 
condition can (according to Schauta) be diagnosed with certainty 
if the tumour raises the folds of the broad ligament out of the pelvis 
in its upward growth and at the same time leaves the pouch of 
Douglas completely free. 

CuTHBeRT LOCKYER. 


A Rare Case of Abdominal Pregnancy. 


Meyer (Fexix). Reprint of Paper read at the Medical Society of 
Victoria (Australia), April, 1905. 


TueE subject of this communication was a woman, et. 26, who was 
first seen in the out-patients’ department of the Women’s Hospital, 
Melbourne. The following history was then elicited:—She had 
been married three years, and had had one child, two years ago, the 
labour and puerperium being natural. The catamenia had ceased in 
July, 1903, after which she had noticed an increase in the size of 
her abdomen. In October she had an attack of “inflammation and 
diarrhea,” for which she was treated as an in-patient at another hos- 
pital for three weeks. She felt foetal movements up to Christmas, when 
she met with a fall, after which they ceased. She had noticed that 
the movements were different in character from those during the 
previous pregnancy. In April, 1904, her catamenia returned, the 
flow was excessive, and many clots were passed, after which the 
abdominal swelling became smaller. 

On examination, the abdomen was enlarged by a uniformly hard, 
slightly mobile tumour, its highest point reaching to the navel. Bi- 
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manually, it was not separable from the uterus, and a sharp promi- 
nence feeling like a foetal elbow was detected in the right ovarian 
region. Otherwise the mass felt like a fibromyoma. 

Owing to a misunderstanding, the patient was not seen again for 
three months, during which time she had menstruated three times, 
and, except for slight pain and scantiness of the flow, the function 
had been natural. 

The physical signs had altered. Two masses could now be 
detected—a large tumour in the middle line, extending into the 
right iliac fossa, to which the uterus was attached, and a second 
smaller mass in the right lumbar region, apparently separate from 
the first. 

On opening the abdomen, a 4} months’ foetus was found lying 
free in the abdomen, with a few thin adhesions to the omentum. 
The placenta was buried deep in strong adhesions and attached to 
the back of the fundus uteri and broad ligaments, more especially to 
the left. After ligaturing the adhesions it was easily detached for its 
greater part, but it was necessary to remove a thin shell of uterine 
tissue with it over its attachment to the fundus.: Both ovaries were 
slightly cystic; but the tubes, to the naked eye, appeared absolutely 
healthy. They were both patent, as a probe was passed without 
difficulty, down both of them. It was noted that the right tube 
turned upwards, so that its fimbriz were attached to the upper right 
lateral surface of the uterus. 

The author considers, from the condition and appearance of the 
structures seen at the operation, that this is an instance of a primary 
abdominal pregnancy. The ovum may never have entered the tube 
at all, or, if it did, it escaped from the abdominal ostium and formed 
its attachment on the posterior surface of the uterus during the first 
few days after fertilization, and in this situation developed into a 
foetus, thus constituting to all intents and purposes a primary ab- 
dominal pregnancy. The condition of the tubes certainly negatived 
the view that either of them had ever been the seat of a rupture. 

ABERNETHY WILLETT. 


Clinical and Anatomical Notes on 50 Cases of Tubal Pregnancy. 


Viana (0.). Annali di Ostetricia e Ginecologia, Aug., 1906, No. 8, 
p. 187. 

In this monograph (91 pages), based on 50 cases of extra-uterine 

pregnancy treated in Negri’s clinic from 1889 to 1906, are accounts, 

unfortunately all too brief, of three cases of advanced extra-uterine 


pregnancy, in two of which a living and viable foetus was removed 
by abdominal section. 
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1. Patient, aged 34, iii.-para. Diagnosis: Secondary abdominal 
pregnancy, eight months. Laparotomy, with removal of the whole 
of the placenta and a great part of the sac, which was made up 
chiefly of the left broad ligament, a sub-peritoneo-pelvic sac. The 
fetus, weighing 4lbs., lived for eighteen hours. Suppuration of 
the remains of the sac occurred, treated by, abdominal and vaginal 
drainage. Recovery. 

This case was fully reported in the Rivista Veneta di Scienze 
Mediche, 1890, Venice. 

2. The patient, aged 26, was a nullipara. Abdominal pregnancy 
was diagnosed. Laparotomy was performed when the patient was 
in extremis, the foetus and a great part of the placenta being re-, 
moved. On account of hemorrhage, the abdominal cavity was 
plugged and an elastic bandage was applied. The mother died one 
hour after the operation, from acute anemia. The fetus, prema- 
ture, was extracted alive. [There is no note as to the further history 
of the infant. ] 

3. The patient, aged 28, was a nullipara. A diagnosis of full- 
term extra-uterine pregnancy was made. The abdomen was opened 
and a dead, mature fetus, weighing 71 lbs., was extracted, together 
with the placenta and a part of the sac. There was severe hemo- 
trhage, which ceased after elastic bandaging. There were slight 
pyrexia, and thrombosis of the left thigh during convalescence. The 
patient recovered, and six years later became pregnant again (intra- 
uterine), and went to full-term. 

[A search through the monograph, which occupies itself with 
the etiology and minute anatomy of tubal pregnancy, does not throw 
further light on these three interesting cases. 

The author does not explain how the elastic bandage was applied. | 


Henry Rvssett ANDREWS. 


Simultaneous Intra- and Extra-Uterine Pregnancy. 
Frevrent. Jiinch. med. Wehnschr., No. 37, 1906. 


Tue simultaneous occurrence of extra- and intra-uterine pregnancy 
in the same patient was formerly considered a rarity, 38 cases only 
having been recorded up to 1900. By 1905 this number was in- 
creased to 129. 

Fleurent’s patient was a primipara, aged 23, whose previous 
pregnancy occurred four years previously. Her last menstrual 
period occurred at the end of May, 1905. On July 20th, she was 
suddenly seized with severe pelvic pain, becoming unconscious; there 
was also a discharge of blood from the vagina. The patient refused 
to enter hospital. She improved for a few days, and was then again 
seized with severe pains, and there was a renewal of the discharge. 
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In the right iliac fossa there was resistance to palpation, which ex- 
tended across the middle line, where it reached two fingers’ breadth 
above the symphysis pubis, and was gradually lost on the left. 
Per vaginam the uterus was felt enlarged, softened, elevated and ante- 
posed by a soft tumour the size of a child’s head, which filled the 
left half of the pelvis and bulged the pouch of Douglas. The uterus 
could not be distinctly separated from the soft surrounding mass. 
The diagnosis was made of left tubal pregnancy leading to tubal 
abortion with the formation of a retro-uterine hematocele. This was 
confirmed at the operation on August 6th, when the hematocele sac 
was removed, and the uterus was found to be enlarged and soft. The 
tube presented no change in its uterine end, its abdominal portion 
being enlarged to the size of a hen’s egg. v. Recklinghausen 
examined the extirpated tube and confirmed the diagnosis of tubal 
pregnancy. Three months later—at the end of October—the patient 
had a miscarriage, being delivered of a five months’ male fetus. An 
adherent placenta necessitated manual removal. The intra- and 
extra-uterine pregnancies were of the same age. 


Frank E. Taytor. 


The Bearings of Pathology on the Symptoms of Tubal 
Gestation. 


Bonney (Victor). Archives of the Middlesex Hospital, 1906. Vol. 
viii., p. 65. 

Tue author, in conjunction with Dr. Comyns Berkeley, published in 
a previous number of this Journat (February, 1905) the results of 
his investigations on the natural history of tubal gestation, derived 
from the microscopical appearances of specimens of early rupture. 
He showed that in the majority of cases the first event was intra- 
mural rupture, i.e. the gestation sac ruptures and blood is extrava- 
sated between the coats of the tube wall, most commonly between the 
two muscular layers. In some cases the process ceased at this point, 
but usually the escape of more blood led to a secondary rupture of 
this blood sac. Such rupture might take place either into the lumen of 
the tube, where it might be retained and form a hemato-salpinx, 
or, if the abdominal ostium be open, the blood will escape through 
it and form a hematocele. Or, again, a secondary rupture might 
burst externally into the peritoneum or between the layers of the 
mesosalpinx. The important point to be noticed was that in nearly 
all cases the primary rupture was intra-mural. 

In this communication the relation of the symptoms of the dis- 
ease to its pathology is carefully analysed. The histories of all 
cases of tubal gestation operated upon in the gynecological wards of 
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the Middlesex Hospital during the past three years have been care- 
fully taken and compared with the pathological conditions found. 
From this research certain deductions are drawn. 

1. Intra-mural rupture is associated with sudden pain of 
moderate severity over the affected tube, and usually subsides in a 
few hours. It is seldom accompanied with shock or faintness. 
Vaginal hemorrhage occurs both with this and with the subsequent 
rupture of the intra-mural hematoma. 


2. Secondary rupture into the tube lumen is associated with 
frequent attacks of rather severe pain, usually repeated at short 
intervals, due to the distension of the tube by repeated slight 
hemorrhages. On examining a hematosalpinx produced in this 
way it will be noticed that the clot in it is of different ages and 
has a laminated appearance resembling the interior of an aneurysm. 


3. Should the distended tube leak or should the primary rupture 
take place simultaneously into the peritoneum and lumen of the 


tube, the symptoms are aggravated and the physical signs of a 
hematocele are present. 


4. Primary intra-peritoneal rupture alone always occurs early, 
and only when the gestation is isthmic. The symptoms are more 
urgent than in any other variety, patients often bleeding to death in a 
few hours. It is to be remembered that the enlargement of the tube 
is too slight to be detected with certainty, and that the blood is ex- 
travasated so rapidly that hemo-peritoneum and not hematocele is 
found. Uniform tympanitic distension of the abdomen alone is the 
commonest condition to be found, and dulness in the flanks is not as a 
rule obtainable. 


5. Intra-ligamentous rupture is a rare event, and is characterized 
by recurring attacks of pain and faintness, with the physical signs 
of chronic or subacute inflammation of the cellular tissue, but with- 
out fever. 


Lastly, it must be remembered that intra-mural rupture always 
causes the death of the ovum. Hence gestations occurring in the 
peritoneum or broad ligament signify that the primary rupture was 
into one or other of these situations. The symptoms and patho- 
logical findings of two cases illustrating this point are given. 

The tables and diagrams in this paper add much to its value, and 
it is difficult in an abstract to do justice to a research, which gives 
evidence of much careful and prolonged work. 


ABERNETHY WILLETT. 
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Ovarian Pregnancy (with Report of a Case). 


Hewetson (J. and Luoyp (J.).. Brit. Med. Journ., Sept. 8th, 1906. 
Vol. ii., p. 568. 


A woman, aged 35, was admitted to hospital on October 13th, 1905, with 
symptoms and physical signs of a ruptured ectopic gestation. Cceliotomy 
was at once performed. Two pints of porter-like fluid, a mass of blood- 

clot and the right uterine appendages were removed. The left appendages 
were normal, and the uterus was enlarged. 

The right ovary was enlarged and was incorporated with and formed 
part of the walls of a ruptured sac in which the blood-clot lay. The 
right tube was perfectly normal. Chorionic villi were found in the blood- 
clot. Serial sections were made of the ovary. The ovarian stroma was 
fibrotic. The gestation sac was situated within the ovary, and chorionic 
villi were found in its walls. An intact corpus luteum bulged into the 
gestation sac, from which it was everywhere separated by a layer of 
ovarian stroma. There were no decidual cells in any part of the gesta- 
tion sac and there was no representative of the amnion. 

The writers fully discuss their case in the light of the previously 
recorded cases of ovarian pregnancy. 


A Case of Ovarian Pregnancy. 


Law (R. R.). Brit. Med. Journ., Oct. 6th, 1906. Vol. ii., p. 866. 


Tuis is merely a short note containing an incomplete account of an 
unproved case. 


Frank E. Taytor. 


Rupture of Interstitial Tubal Pregnancy: Hysterectomy. 


Hunt (G. B.). Brit. Med. Journ., Sept. 29th, 1906. Vol. ii., p. 777. 


Finpina he could not place a ligature between the gestation sac and the 
uterus, Hunt removed the uterus, being unaware at the time that a wedge- 
shaped excision would have sufficed. 


A Study of Seventy Cases of Ectopic Gestation. 


| Ross (J. F. W.). Brit. Med. Journ., Nov. 3rd, 1906. Vol. ii., p. 1209. 


Ovr of 1,500 cceliotomies which the writer has performed, 70 have been 
undertaken for ectopic gestation. The 70 cases are carefully analysed 
and reviewed, only the last 25 being tabulated, as the earlier 45 had pre- 
viously been published in tabular form. Ross’s conclusions present 
nothing new. 
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Ectopic Pregnancy. 
Cameron (M.). Brit. Med. Journ., Nov. 3rd, 1906. Vol. ii., p. 1218. 


Tue difficulties of early diagnosis are discussed and early operation is 
strongly advocated in this paper. The discussion it evoked is added. 


Three Cases of Tubal Pregnancy. 
Wuirterorp (C.H.). Brit. Med. Journ., June 2nd,1906. Vol. i.,p.1271. 


Tue first case is a typical example of ruptured tubal gestation: lapar- 
otomy was performed and the patient recovered. In the second case the 
tube ruptured and the patient died before laparotomy could be performed. 
In the third case the foetus continued to develop between the layers of the 
broad ligament after the rupture of the tube. Laparotomy was performed 
on account of pain, a living foetus of 4} to 5 months’ development was 
extracted, and the edges of the sac were attached to the abdominal 
parietes, the sac being packed with gauze. Death ensued in three hours. 


Repeated Extra-uterine Gestation on the same Side. 
Goopatt (A.). Brit. Med. Journ., June 2nd, 1906. Vol. i., p. 1272. 


A woman, aged 33, was seized with severe abdominal pain accompanied 
by a profuse discharge of blood, per vaginam, eight weeks after her last 
period in January, 1905. Abortion was diagnosed. An attempt to 
empty the uterus was made, but only thickened pieces of mucosa were 
removed. A rounded swelling low down in the right inguinal region was 
discovered, and was diagnosed by Dr. Haultain as an extra-uterine gesta- 
tion. The swelling gradually disappeared. Similar symptoms again 
appeared in January, 1906, and a tumour closely resembling that present 
during the previous illness was found in the same situation. A decidua 
was passed. The tumour again gradually disappeared without operation. 


Extra-uterine Feetation. 
Rat (D.G.). Brit. Med. Journ., Aug. 25th, 1906. Vol. ii., p. 428. 


Tue gestation sac communicated with the bladder, the walls of which were 
thickened, the urine being extremely foul and of the colour of pus. The 
foetal bones were extracted per urethram, polypus forceps and Lister’s 
sinus forceps being the only instruments employed. 


In consequence of the large amount of original matter contri- 
buted to this Special (Ectopic Gestation) Number, it has been found 
necessary—the usual limits of the JourNaL having already been 
exceeded—to hold over the “Proceedings of Societies” and the 
“Reviews of Recent Books” until next month. 


4 
| 
q 
q 
q 
4 
4 
a 4 
Fee 
| 
x 
| 
if 
| 
{ | 
| 
| 
4 
4 
| 
| 
AS 
| 
T. 
ar: 
| | 
: 
ey 


Surgeon, Sqmutitan Bee Hoapitah for Wonten, Lowden) 
MONDON: CHANDOS STREET, WG 
MANCHESTER: “AT UNIVERSITY PRESS 


650 Journal of Obstetrics and Gynecology 


Ectopic Pregnancy. 
Cameron (M.). Brit. Med. Journ., Nov. 3rd, 1906. Vol. ii., p. 1213. 


Tue difficulties of early diagnosis are discussed and early operation is 
strongly advocated in this paper. The discussion it evoked is added. 


Three Cases of Tubal Pregnancy. 
Wuirterorp (C.H.). Brit. Med. Journ., June 2nd,1906. Vol. i.,p.1271. 


Tue first case is a typical example of ruptured tubal gestation: lapar- 
otomy was performed and the patient recovered. In the second case the 
tube ruptured and the patient died before laparotomy could be performed. 
In the third case the foetus continued to develop between the layers of the 
broad ligament after the rupture of the tube. Laparotomy was performed 
on account of pain, a living foetus of 44 to 5 months’ development was 
extracted, and the edges of the sac were attached to the abdominal 
parietes, the sac being packed with gauze. Death ensued in three hours. 


Repeated Extra-uterine Gestation on the same Side. 
Goopatt (A.). Brit. Med. Journ., June 2nd, 1906. Vol. i., p. 1272. 


A woman, aged 33, was seized with severe abdominal pain accompanied 
by a profuse discharge of blood, per vaginam, eight weeks after her last 
period in January, 1905. Abortion was diagnosed. An attempt to 
empty the uterus was made, but only thickened pieces of mucosa were 
removed. A rounded swelling low down in the right inguinal region was 
discovered, and was diagnosed by Dr. Haultain as an extra-uterine gesta- 
tion. The swelling gradually disappeared. Similar symptoms again 
appeared in January, 1906, and a tumour closely resembling that present 
during the previous illness was found in the same situation. A decidua 
was passed. The tumour again gradually disappeared without operation. 


Extra-uterine Fetation. 
Rat (D.G.). Brit. Med. Journ., Aug. 25th, 1906. Vol. ii., p. 428. 


Tue gestation sac communicated with the bladder, the walls of which were 
thickened, the urine being extremely foul and of the colour of pus. The 
footal bones were extracted per urethram, polypus forceps and Lister’s 
sinus forceps being the only instruments employed. 


In consequence of the large amount of original matter contri- 
buted to this Special (Ectopic Gestation) Number, it has been found 
necessary—the usual limits of the JournaL having already been 
exceeded—to hold over the “Proceedings of Societies” and the 
“Reviews of Recent Books” until next month. 
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A Case of 
INFLUENZA. 


ADVERTISEMENTS 


16 oz. Bottle, with formula, free to any physician, surgeon, or 
nurse desiring to test SCOTT'S EMULSION. SCOTT & BOWNE, LTD., 
10 and 11, Stonecutter Street, Ludgate Circus, London, E.C. 


» Carlisle, Feb. 26th, 1905. 


‘*The patient was a man of forty- 
five years of age, suffering from 
epidemic influenza, but unwilling to 
give up his business for a time, and 
take a rest in bed which is usually so 
essential. In addition to other dis- 
tressing symptoms he suffered from 
sore throat and had a troublesome 
cough, which was worse during the 
night. SCOTT’S EMULSION was pre- 
scribed and the patient derived great 
benefit, for by the time the third 
bottle was finished, a complete cure 
had been effected. 
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ADVERTISEMENTS 


General View of Radiographic Rooms. 
CHAS, MIDGLEY, LTD. 54, Barton Arcade, Manchester. 


We are receiving such flattering testimonials respecting the 
quality of the radiographic work which we have lately done that 
we may perhaps be pardoned if we feel a little proud of the results. 

Having devoted a large amount of time, study, and capital 
to obtain this, it is naturally gratifying to us to find that others 
have the same opinion of our work. 

At the same time we desire it to be distinctly understood that 
we do not intend for one instant to depart from the code laid down 
at the commencement, namely: To undertake no work or treat- 
ment, or to admit the public in our rooms, without a letter 


prescription, or other direction from a member of the medical 


profession. 


Medical men can have the charges placed to their own account 
if so desired, or use the apparatus themselves at any time. 


Specially Reduced Charges are made in all needful cases. 


CHAS. MIDGLEY, LTD., Pharmacists, 
17, St. Ann’s Square, MANCHESTER. 
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“ICHTHYOL” 
FORMULARY. 


A Collection of the Prescriptions 
and Well-tried Formulz of 150 
leading Physicians, compiled 
with their co-operation, and 
just distributed to the Medical 

Profession. 


A Copy will be sent to any Prescriber or 
Dispenser who has not received the same, Free 
of Charge, on application to 


Ichthyol Gesellschaft 


Hamburg. 
Cordes Hermanni & 


Sole Manufacturers and Proprietors of the Trade Mark 
“ICHTHYOL.” 


THE 


ADVERTISEMENTS. 


TELEPHONE 1933. 


ELECTRICAL DEPARTMENT. 


CHAS. MIDGLEY, LTD., 


17, St. Ann’s Square, 
MANCHESTER. 


HAVE FOR SALE OR HIRE several excellent 
second-hand apparatus, including some exceptionally 
fine pieces, amongst which are :— 


Powerful Induction Coil by Edison Swan, 
26 inch spark, mounted on massive ebonite pillars, 
complete with condenser and discharger, with motor 
break, by same maker, up to 20 amperes, and switch- 
board with regulating switches, resistances, etc., etc. 


Several excellent Induction Coils from 18 inches 
to 6 inches. 


Two Mackenzie’s Davidson Breaks. 


Four 12 plates Wimhurst Static Machines 
of exceptionally pleasing design. 


Magnificent 24 plate Wimhurst Static Machine 
with motor complete. 


Several High Frequency Sets. 

One Mackenzie Davidson X-Ray Couch. 
One Dermo Electric Lamp. 
Several X-Ray Couches, etc., etc. 


INSPECTION AND OFFERS INVITED. 


Write us for your requirements. 
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MIDGLEY’S 


Patent 


Retail Retail, 
Price, | i Price, 
in Case, | in Case, 
4s. = = As. 


For the application of concentrated Solutions of Cocaine, Morphine 
Tannin, Carbolic Acid, either in Aqueous Solutions or in Glymol, 
Paroleine, or other hydrocarbonous oils to the Nose and Throat. 


Specially adapted for the application of solutions in cases of Nasal 
Catarrh, Hay Fever, Influenza, and all Diseases of the Larynx, Pharynx, 
and Nasal Organs. 


Its advantages consist in its reduced size and extreme 
portability, and that every drop of the solution used is 
utilized. 


This MINIATURE SPRAY, together with a bottle for containing 
whatever Solution or Medicament may be prescribed by the patient’s 
medical adviser, is contained in a case measuring 3} inches in 
length by 2 inches in width, and 1 inch deep. The whole apparatus, 
therefore, ready for use, can be carried with the most perfect 
convenience in the pocket, a desideratum never hitherto presented. 


TO BE OBTAINED FROM 


CHAS. MIDGLEY, Ltd., 


17, St. Ann’s Square, 
MANCHESTER. 
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Cow’s Milk may be Modified by 


~ 
which attenuates and changes the casein, the 


proportion of available proteids being thus 
increased. 


MELLIN’S FOOD mixed with fresh 
cow's milk increases the available and 


assimilable CARBO-HYDRATES. 


MELLIN’S FOOD renders the com- 
position of the ash constituents like that 
of Human Milk. 


Complete Tables of Analyses and Samples will be forwarded 
t Medical Profession on rh tion 


to Members of the 


MELLIN’S FOOD, LTD, PECKHAM, LONDON, S.E, 


Now Ready. Revised Edition Price 5s. net. 


SURGICAL ANATOMY 


BY 


G. A. WRIGHT, B.A., M.B. (Oxon.), F.R.C.S. 


Professor of Systematic Surgery in the Owens College ; 
Surgeon to the Manchester Roval Infirmarv, &c. ; 


AND 


C. H. PRESTON, M.D. BS. (Lend), FRCS. 
L.D.S. (Eng.), 
Lecturer on Dental Anatomy in the Owens College ; 
Assistant Dental Surgeon to the Victoria Dental Hospital 
of Manchester. 


Sherratt & Hughes, London and Manchester. 
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Dr. MELZER’S 


CATHETERPURIN. 


According to Prof. L. CASPER, Berlin University. 


AN IDEAL LUBRICANT FOR CATHETERS, &C. 


CATHETERPURIN does not irritate the urethra. 
CATHETERPURIN renders instruments very smooth and easily introduced. 


CATHETERPURIN destroys germs present in the urinary tract, or at least 
impedes their development. 

CATHETERPURIN is soluble in water, rendering any washing and antiseptic 
process desired easily effected. 


CATHETERPURIN fulfils all the requirements of a lubricant, both in theory and 
practice. 


TUBES, with Literature, 2/- post free from 
REITMEYER & CO., 63 Crutched Friars, London, E.C. 
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Southalls’ 
Accouchement 


IN CASES AT 2 GUINEAS, 1 GUINEA, Ss 
AND HALF-GUINEA. ets. 


Containing the necessary requisites selected from 
SOUTHALLS’ “SANITARY SPECIALITIES” 
for use in Confinement. 


In designing these Sets the experience of many Eminent Obstetricians and 
Trained Nurses has been obtained, with the result that the Sets will be 
found invaluable as regards Comfort, Cleanliness, and diminution of the risks 
of septic infection, both to the Nurse, Patient, and Child. 


Circulars giving full particulars free on Application. 
Southalls’ 
Accouchement 
Recommended by the Medical and Nursing Professions for 
Comfort and Cleanliness. 


22 by 18, 28 by 25, 33 by 33 inches—1/-, 2/-, and 2/6 each. 


Southall Bros. & Barclay, Limited, Birmingham. 


Manufacturers of Southalls’ Sanitary Towels for Ladies. 


Manchester University Publications. 
MEDICAL SERIES No. 7. 


TEXT-BOOK 


ON 


DISEASES OF THE HEART. 
By GRAHAM STEELL, M.D., F.R.C.P., 


Senior Physician to the Manchester Royal Infirmary. 


WITH AN APPENDIX ON 
THE VOLUME OF BLOOD IN RELATION TO 
HEART DISEASE, 
By J. LORRAIN SMITH, M.A., M.D., Professor of Pathology. 


Crown 8vo, 400 pp., 11 Plates (5 in Colours), 100 Illustrations in 
the Text. Price 7s. 6d. net. 


SHERRATT AND HUGHES, 


Manchester: at the University Press. London : 60, Chandos Street, W.C. 
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S ty p t O | (Cotarnine Phthalate) 


Uterine Haemorrhage 


and 
Dysmenorrhcea 


The most reliable uterine hemostatic on the market. Never 
produces labour pain. Possesses a distinct sedative action. 
Administration internally in form of sugar-coated tablets, 
2—3 tablets three times a day. Price, 1/3 per tube of 20 
tablets. DOSE: 2~—3 tablets three times a day. 


Samples and literature from 


KNOLL & CO., 27a, st. Mary-at-Hi, London, E.C. 
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ADVERTISEMENTS 


CHAS. MIDGLEY, Ltd., 


17, St. Ann’s Square, 


MANCHESTER. 


ELECTRICAL DEPARTMENT 


This Department is reserved exclusively for Medical men 


and for the treatment of their patients who require 
X-RAY WORK, 
RADIOGRAPHY, 
HIGH FREQUENCY CURRENTS, 
D’ARSONVAL AND OUDIN TREATMENTS, 
OZONE TREATMENT, 


ELECTRIC LIGHT BATHS, 
AND MASSAGE, 


CERTIFIED MASSEURS & MASSEUSES 
CONSTANTLY IN ATTENDANCE. 


No Patient Treated Without a Prescription. 
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MIDGLEY’S 


Medicated Chroat 
and Woice Pastilles. 


These Medicated Pastilles are now so well known, and are being 
prescribed so freely by London and Provincial medical men, that 
comments on them are superfluous. 


compte List of Medicated Pastilles. 


PASTILLI EUCALYFTICO. Elixir Co. 
PASTILLI CODEIN& CO. gr. 
ine gr. 

PASTILLI MENTHOL... _... Menthol gr. 1/20. 
PASTILLI MENTHOL C. cocarna (Mentho 

Elixir Eucalypti Co. 

Cubebs Menthol gr. 
PASTILLI MENTHOL CO. ... 

Anisal; antiseptic dis- 
PASTILLIANISAL ... infectant, and deod- 

orant. 

PASTILLI POT. CHLOR..... ___.... Chior 
PASTILLI POT. CHLOR. CO. Borax 
PASTILLI BORAX CO... ... —... gr. ij. 
PASTILLI IPECAC. CO. 
PASTILLI KRAMER.CO. ...  ...{Cotaine gr 
PASTILLI CAMPH. CO. ory Code- 


Ol. Pini Pulmilio min. 
PASTILLI HEROIN CoO. Terpin. Hydr. gr. 1/4. 
Heroin gr. 1/192. 
Menthol gr. 1/20. 


Menthol gr. 1/10. 
PASTILLI PINICO. _... Pulmilio min. 


Acid gr. 1/10. 
PASTILLI ACID BORIC CO. ... ..{Acid Boric gr. 1. 


Terebene m. ij. 


Acid Tannin a 1/2. 
PASTILLI TANNIN CO. 
Acid Benzoic gr. 1/2. 
PASTILLI BENZOIC CO. _... .4Red Gum gr. jj. 
Cayenne gr. 1/4. 
_ ILLI MENTHOL ET EUCA-;Menthol gr. 1/20. 
YPTI “AOL Eucalypti min. ij. 


PASTILLI CHLORODYN. CO. - Chlorodyne min. ij. 
PASTILLI EUCALYPTI «- Ol. Eucalypti 2 min. 


the above sold in tin boxes at 1s. each, and in 1 Ib. tins 2s. 3d. Ib. 7 1b. assorted lots 
carriage paid. _ 
TO BE OBTAINED FROM 


CHAS. MIDGLEY, Ltd., 17, St. Ann’s Square, Manchester. 
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COAL TAR 
SOAP 


has for nearly 50 years been. 

prescribed by the leading Derma- 

tological and Obstetric Physicians 
and General Practitioners. 


Of great value in cleansing the hands 
after contact with offensive pus or 
dirty discharges, on account of its 
marked deoderant qualities. It may 
safely be recommended by teachers 
to their midwifery pupils as the most 
useful soap for the obstetric bag. Its 
antiseptic action and non-irritating 
effect on the sKin make it especially 
valuable for this sort of work. 


Wright’s Coal Tar Soap 


is made from Liquor Carbonis Detergens,” 
of which the British Medical Journal says :— 


“Tar preparations in dermatological practice have 
become indispensable. The best tar preparation hitherto 
introduced is the Liq. Carbonis Detergens (Wright’s).”’ 


Does not Stain Skin or Linen. 


SAMPLES FREE to Medical Men from 
the Proprietors, 

WRIGHT, LAYMAN G& UMNEY, LTD., 
Southwark, S.E. 
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ADVERTISEMENTS. 


FOOD 


for 
Invalids, Convalescents, 


and the Aged. 


BENGER’S FOOD can be enjoyed and assimilated 
when other foods disagree. It forms a delicate and 
highly’ nutritive cream, rich in all the elements 
necessary to maintain vigorous health, but entirely 
free from rough and indigestible particles, which 
often produce irritation in delicate stomachs. 


“Retained when all other foods are rejected.” 
London Medical Record. 


Still maintains its great superiority as a highly 

nutritious Food-Beverage, being delicious in 

taste, absolutely pure and most economical 
withal. 


For strength, purity and nourishment, there is nothing 
superior to be found.—JMedical Magazine. 


ABSOLUTELY PURE trnererore BEST. 
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ADVERTISEMENTS. 


A Pefptonised Food that can be made in a minute 


the addition of boiling water only being necessary. 


By the use of the ‘“‘Allenburys” Diet all trouble 
of peptonising milk and farinaceous foods is over- 
come. For the sick room it is invaluable as the 
food is easily digested and assimilated, and only 
the exact quantity required need be prepared at a 
time. 

The“ Allenburys” Milk Cereal Diet is made 
from pure milk; rich in cream, and whole wheat 
both ingredients being pre-digested during manu- 
facture. It can be taken by those who cannot 
digest cow’s milk, and provides a light and very 
nourishing diet for Invalids, Dyspeptics and the 
Aged. 

For travellers by sea or land this complete 
food will be found exceedingly valuable. 


Sample with full particulars sent ‘free on request. 


ALLEN & HANBURYS 


PioucH Court, Lomparp Srt., Lonpon, E.C. 
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